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Cuicaco, ILLINoIs 


Prostatic concretions, or calculi, sometimes are 
seen. These occur in four forms: 1. A variety 
due to inspissation of the secretion of the pros- 
tatic follicles, in combination with the deposi- 
tion of earthy salts—pseudo-calculi. These com- 
prise the so-called corpora amylacea, first de- 
scribed by Morgagni in 1723. 2. Small calculi 


of urinary formation, which have formed in the- 


kidneys or bladder and have become lodged in 
the prostatic urethra. 3. Calculi due to the 
deposition of urinary salts and muco-pus in some 
pathologic crypt or behind some obstruction of 
pathologic formation in the prostatic or bulbo- 
membranous urethra. Thus they occasionally 
are met with in deep stricture. 4. Phleboliths. 


Concretions of the first variety are found in the 
prostate post-mortem although there were no 
symptoms referable to the organ during life. 
Minute concretions of this kind sometimes are 
found in the urine. They at first are of micro- 
scopic size, and in the majority of instances never 
attain sufficient dimensions to be of any practical 
importance. As seen with the miscroscope, they 
are small, ovoid bodies of a light-yellow tint and 
pearly luster. In the larger concretions the color 
is a dark orange. When first formed they are 
soft, but later on they become calcified and hard. 
They sometimes are similar to the concretions 
that form in the follicles of the tonsil and occa- 
sionally are coughed up by patients with chronic 
faucial disease. They sometimes resemble 
“young” gallstones. In elderly patients they may 
attain the size of a pea or larger, and may be very 
abundant. Thompson describes an instance in 
which several thousand of these concretions 
were visible microscopically. They are found in 
the secreting follicles and excretory ducts con- 
stituting the parenchyma of the prostate. The 
earthy material is deposited very slowly in con- 
centric laminae, as is the case with phosphatic 
vesical calculi. The walls of several ducts and 


follicles may be absorbed and form a single cav- 
ity, within which a number of such concretions 
may be found. When they become larger and 
the opening of the cavity containing them com- 
municates freely with the prostatic urethra, the 
salts of the urine are deposited around them, 
and they become genuine prostatic calculi. 


A case of true secondary prostatic calculus 
which came under my care is interesting both 
from the lack of symptoms which it primarily 
produced and the serious surgical complications 
which finally resulted. 


M. B., stockman, aged 34. He had been per- 
fectly well until four years previously, when his 
horse fell upon him, producing: various injuries, 
the most severe of which apparently was a blow 
upon the perineum. This was followed by hema- 
turia for one week. There was no urinary b-— 
struction nor retention and ten days after the ac- 
cident he was apparently as well as before. He 
remained well for six months, at the end of which 
time he noticed difficulty in micturition. The 
stream diminished in size, with frequent desire 
to micturate. This condition increased steadily. 
One year before consulting me he passed several 
small calculi. He had passed calculi at intervals 
ever since. At the time he first was examined 
the stream of urine was very small; there was 
considerable difficulty in evacuating the bladder; 
and he was having occasional chills, especially if 
the urethra was interfered with by instruments. 


On examination a hard callous stricture was 
found in the bulbo-membraneous region, with 
secondary cystitis. This was permeable with a 
No. 20 Charriere. Perineal section was advised 
and consented to. The operation, however, was 
deferred for a few days at the patient’s request, 
preparatory treatment meanwhile being instituted. 
The patient chanced to come in contact with 
some physician who dissuaded him from submit- 
ting to the operation, telling him that he cculd 
be cured by medicine. The patient shortly a‘ter- 
ward returned home after an alleged cure. 

Eighteen months later the patient returned 
for examination. A large tumor now was found 
in the prostate, distinctly jutting into the rectum. 
This was of stony hardness and apparently im- 
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mobile. A diagnosis of secondary calculus em- plastic operation from the rectal aspect of the 


bedded in the prostate was made. The patient 
could still micturate and the urethra was, as be- 
fore permeable to 20 French. The stone could 
not be felt by urethral exploration. Operation 
.again was proposed, it being my intention to 
perform a perineal section for the removal of 
the stone and division of the stricture. The 
patient again consented, but later refused to sub- 
mit himself to the knife. I did secure a skiagraph 
of the stone. He again reported after some six 
months, when he was brought to my office by his 
physician who gave the following history: 

Some three months after the patient last passed 
from under my care, suppuration occurred about 
the calculus and a secondary abscess formed in 
the pelvis, probably frem an infection of the 
pelvic lymphatic glands. This was evacuated 
at the external inguinal ring, it having pointed 
through the inguinal canal on the right side. 
More than a pint of pus was evacuated and the 
abscess promptly healed. Pus shortly afterward 
formed around the calculus and the physician in 
_ charge considered it expedient to remove the 
calculus from the prostate by way of the per- 
ineum. For a short time afterward the patient 
apparently did well and for several weeks was 
passing his urine per urethram. 

Later it was noticed that a pouch containing 
fluid had formed in the perineum. This was 
‘opened, a quantity of pus and decomposed urine 
being evacuated. The cavity nut only did not 
heal, but thereafter mixed feces and urine w2re 
discharged through the perineal opening and also 
appeared at the meatus. Urination subsequently 
took place entirely by way of the perineum. 

My findings were as follows: There was a 
large pouch in the perineum, communicating 
with the perineal wound; this was lined by 
pseudo-membrane and at its posterior extremity 
consected with the urethra. The perineal por- 
tion of the urethra was the site of a firm, callous 
stricture which extended from the middle of the 
perineum back to the bulbo-membranous junc- 
tion. It had been impossible to pass the sound 
into the bladder since the last perineal operation. 
No attempt, however, was made to pass an in- 
strument at this last examination. Feces and 
urine were discharging freely through the per- 
ineal wound and feces appeared at the meatus. 
On rectal exploration a fistula, approximately 
two inches in length and half an inch in width, 
was found in the anterior wall of the rectum. 
On inquiry it was learned that an attempt at a 


_ized catgut. 


fistula had been attempted. This is important 
only as explaining to a certain extent the loss of 
tissue, the greater portion of which, however, 
had been lost by sloughing or ulceration after 
the perineal operation for the calculus. 

An operation was proposed for the relief of 
the stricture and the repair of the rectum. 

Operation—An inverted V incision was made 
in the perineum as for prostatectomy. The 
stricture was divided and the urethra, prostate 
and rectum separated to a point about one inch 
above the upper angle of the fistula. This point 
corresponded very nearly with the prostato-vesi- 
cal junction. The dissection was accomplished 
with considerable difficulty, the urethra and 
bowel being firmly fused together by a cicatricial 
tissue. When the separation was effected, three 
good sized pockets were found about the neck 
of the bladder, representing the pouch formed 
by the pressure of the calculus and the destruc- 
tion of the prostate and its environs by suppura- 
tion. A urethral sound now passed into the blad- 
der was visible for the entire extent of the fistula 
on examination by the rectal speculum. Great 
difficulty was experienced in repairing the fis- 
tula in the rectum. The operation was _ very 
tedious, but I succeeded in closing the rent in the 
bowel with three superimposed lines of chromic- 
The two lines of suture first in- 
serted were made continuous; the final line of 
suture was the ordinary Lembert. Especial 
effort was made in repairing the opening of the 
bowel to get as large a surface of denuded tis- 
sue as possible. When the suturing was com- 
plete a considerable buttress of freshened tissue 
covered the opening in the bowel. A fortunate 
circumstance of the suturing was the fact that 
the fistula was drawn to the right of the median 
line, thus lessening the chances of a re-establish- 
ment of continuity between the urethra and 
bowel. In several subsequent less extensive 
operations of a somewhat similar kind I deliber- 
ately displaced the line of suture laterally, as 4 
systematic procedure. The callous stricture in 
the perineum was now cut away, leaving merely 
a strip of mucous membrane on the roof of the 
canal. When this portion of the operation was 
completed the floor of the urethra was entirely 
gone from the middle of the perineum to the 
prostato-vesical junction, the internal sphincter 
vesicae alone being intact. No attempt was 
made to close the urethra by a plastic procedure. 
The sphincter having been thoroughly dilated 
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at the beginning of the operation, a large tube, 
wound with iodoform gauze, was inserted into 
the bowel to protect the repaired area from dis- 
turbance by gas and feces. The operation was 
completed by thoroughly packing with iodoform 
gauze the extensive cavity which now occupied 
the perineal body as far as the orifice of the blad- 
der. A catheter was retained for twenty-four 
hours, after which time no attempt was made to 
divert the urine from the track of the wound. 
It was found that subsequent to removal of the 
catheter the packing in the perineum was so ef- 
fective that the urine in great part at once began 
to flow through the normal channel. The first 
strips of gauze which were introduced into the 
wound were so closely applied to the line of 
union of the fistula as to protect it completely 
from such portion of the urine as might escape 
via the perineum. 

The course of the case was very satisfactory. 
Both the perineal and the rectal wounds com- 
pletely and promptly closed and the urine es- 
caped entirely by the normal channel. (There 
was no incontinence. No feces escaped at any 
time into the perineal wound. There was, how- 
ever, an occasional escape of gas. This escaped 
slowly and in very small quantities, indicating 
that the opening which temporarily remained in 
the bowel was very small. No urine escaped by 
the rectum during healing. When last heard 
from the patient was well and daily riding about 
his ranch. 


The calculus removed in the foregoing case 
weighed 720 grains. The rationale of its forma- 
tion apparently was as follows: As a _conse- 
quence of the traumatic stricture of the urethra, 
acertain quantity of residual urine continually 
remained in the canal. Decomposition fol- 
lowed, with the formation of secondary calculi. 
The obstruction to the outflow of urine mean- 
while caused dilatation of the prostatic ducts. 
As the outflowing stream of urine during mic- 
turition came in contact with the obstruction 
afforded by the traumatic stricture, these small 
secondary calculi were forced against the latter 
and returned in the periphery of the stream. 
One of these calculi becoming lodged in a di- 
lated prostatic duct, formed a nucleus around 
which laminae of phosphatic deposit occurred. 
This produced a rapid growth of the calculus, 
which growth continued until it attained the size 
noted. 


Where the urine has access to the calculus bed, 


triple phosphates deposit in successive laminae 
and may form a very large stone. 

Chemically, prostatic calculi are composed 
chiefly of calcic phosphate and a small quanity 
of ammonio-magnesian phosphate. They never 
give rise to trouble unless they are exception- 
ally large, in which event they occasion a cer- 
tain amount of mechanic disturbance and urin- 
ary obstruction. Small prostatic calculi often 
are discovered during rectal exploration of the 
prostate. They should not be disturbed even 
when their existence positively is known, unless 
they give rise to definite symptoms. Should 
they do so, they may be removed by perineal 
section—never by the rectal operation. In rare 
instances they may cause ulceration and abscess, 
and finally may be discharged into the urethra, 
bladder, perineum or rectum. 

Prostatic concretions quite generally are be- 
lieved to be characteristic of senility, but I have 
found them to be not infrequent in young sub- 
jects. Eastman has had a similar experience, 
finding them in very young subjects, and in 
twenty-two out of twenty-four prostates ex- 
amined. Eastman held for the amyloid character 
of the corpora amylacea and claimed that they 
are largely of epithelial origin. He apparently 
showed that the laminated formation of these 
bodies is due to their origin in concentric rings 
of epithelium. In any event they almost cer- 
tainly are of glandular origin. 

Calculi often are found in the tissues about 
the prostate and neck of the bladder at some 
distance from the prostate proper. I have found 
them several inches above the vesical neck. It 
is my opinion that in some cases the peculiar 
bodies noted low down in radiographs taken of 
the ureters for the diagnosis of ureteral cal- 
culus, and which sometimes lead to diagnostic 
errors, are due to corpora amylacea in the vicin- 
ity of the ureters. 

It is very easy to mistake calculi of the pros- 
tate for malignant or even tuberculous disease 
of the organ, hence one cannot go wrong in se- 
curing a radiograph in doubtful] cases. 

Calculi of the prostate sometimes are peculiar- 
ly associated with adenomatous enlargement. A 
case noted by H. A. Moore was a striking il- 
lustration. 

Case II. Man, aged 68, farmer. No venereal 
history. Had been rising to urinate at night for 
several years. No serious symptoms and no 
examination until one year ago, when an ab- 
scess developed in his perineum secondarily in- 
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volving the left epididymis, which suppurated 
and ruptured through the scrotum. The per- 
ineal abscess was quite extensive and was opened 
and drained by his family physician. A severe 
“suppurative” cystitis developed.  [istulae  re- 
sulted and persisted in the scrotum and perin- 
eum. When the case came under observation the 
urine was loaded with pus and there was com- 
plete retention, catheterization being required 
four or five times daily and at least twice at 
night. Analysis of the urine showed pus, colon 
bacilli, and staphylococci. The perineal and 
scrotal fistulae still persisted, the scrotum being 
firmly adherent to the left testicle. Rectal ex- 
amination disclosed a characteristically bilateral 
enlargement of the prostate. A perineal pro- 
statectomy was performed, the right lobe of the 
prostate being found to be greatly enlarged and 
typically adenomatous. ‘The left lobe was en- 
larged, apparently from simple chronic inflamma- 
tion, the parenchyma being replaced by connec- 
tive tissue hyperplasia. In the center of the left 
lobe was a distinct obsolete pus cavity contain- 
ing secondary phosphatic calculi, averaging 
about the size of a buck shot. The parenchyma 
of the left lobe of the prostate had been destroyed 
by the pus infection, leaving a cavity surrounded 
by inflammatory tissue, which on rectal examina- 
tion felt like the ordinary adenomatous enlarge- 
ment of a lateral lobe. Probably the condition 
eventually would have resulted in a “cure” of 
the obstruction insofar as the enlarged lobs was 
a factor. At last accounts the case was progres- 
sing favorably. 

A patient under the care of my associate, Dr. 
M. J. Latimer, presents an interesting illustra- 
tion of prostatic calculus of renal origin. | 

Case III. Man, 35, millworker, first seen dur- 
ing .an attack of renal colic. X-ray negative 
Urinary findings, aside from slight flakiness, 
negative. Cystoscopy negative, with the excep- 
tion of moderate edema and hyperemia of the 
right ureteral orifice. Ureteral catheterization 
showed normal urine coming from the left 
ureter. The flow was diminished and the urine 
flaky from the right. The right ureter offered 
an obstruction to the ureteral catheter about 
four inches above the ureteral orifice. A larger 
catheter was passed up to the point of obstruc- 
tion, for the purpose of dilatation of the tube. 
Several attacks of severe colic recurred for a 


day or two. The pain then ceased suddenly and’ 


the stone was supposed to have passed, although 
it was not detected in the urine. One month 


later, during which time there were no _ vesical 
or renal symptoms, acute retention suddenly 
developed. The sound elicited a grating as of 
from contact with a foreign body in the prosta- 
tic urethra. Prostato-urethral calculus of renal 
origin was diagnosed. The stone was removed 
via the endoscope, under local anesthesia. The 
calculus weighed one gram and was of the typical 
mulberry shaped calcium oxalate variety. Com- 
plete relief of the symptoms resulted. 


URETHRAL CALCULI* 
By Cuartes C. Mapes, M. D., 
LouIsvILLe, Ky. 


(Continued from the October issue.) 

With further reference to the pathogenesis of 
calculi, a prominent editorial writer observes: Eb- 
stein demonstrated that urinary concretions are not 
simple conglomerations of crystals, but possess an 
organic framework of characteristic structure, the 
product of pathologic processes in the urinary tract, 
in whtch crystalline salts are imbedded and held to- 
gether. Just what conditions are necessary for the 
production of this complex urinary deposit has not 
yet been determined, but Schade suggests a reason- 
able theory of urolithic formation. He says one 
of the fundamental errors in earlier consideration 
of this subject was that of regarding the urinary 
constituents as existing in simple watery solution. 
In the light of physio-chemical conceptions urine is 
more complex than this; it contains celloids includ- 
ing under normal conditions especially the pigments 
which greatly modify solution of the crystalloids. 
The colloidal substances exist in suspension and 
consequently present an enormous area having ab- 
sorptive power for crystalloids which are in true 
solution. When a considerable amount of absorp- 
tion occurs, there results at the surface of each 
colloidal particle a zone in which the crystalloids 
are more concentrated than elsewhere, and which 
serve as the starting point of crystallization wher- 
ever the solution becomes oversaturated. It is be- 
cause of this absorptive power that colloids increase 
the solvent property of urine for uric acid, since 
the more of the slightly soluble uric acid withdrawn 
from the watery solution by absorption into colloidal 
particles the more (uric acid) can the urine dis 
solve. When the crystalloid goes out of solution 
it will therefore form crystals or precipitates whic 
are intimately associated with the colloids. It 1s 
well known clinically that a calculus is less soluble 
than a simple crystalline mass of the same chemical 
nature, otherwise such a concretion could be dis- 
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solved by merely changing the reaction of the urine; 
put it is known that uratic calculi will persist in 
alkaline urine, and that oxalate calculi will remain 
in acid urine, without appreciable change. This in- 
solubility Schade explains as also due to the col- 
loidal matrix. If the calculi consisted merely of 
crystalline deposits they would dissolve readily, in- 
somuch as crystallization is a reversible process. 
Likewise, if the colloid were one that formed re- 
yersible precipitates or gels, as mucin which precipi- 
tates with acids and re-dissolves in alkalies, urinary 
calculi would be correspondingly soluble; but if the 
colloidal matrix is one that forms precipitates or 
gels that are not reversible, then re-solution of the 
calculus is difficult. Such a colloid is fibrin, and 
Schade was able to produce, experimentally, with 
calcium salts and fibrinogen, masses which became 
progressively harder and having the structural ar- 
rangement of matrix and crystals characteristic of 
calculi. Therefore, he urges the importance of in- 
fammatory exudation in the formation of urinary 
calculi. Normal urine contains no irreversible col- 
loids, hence does not form concretions; but inflam- 
matory exudation introduces fibrinogen, and con- 
ditions become suitable for the formation of irre- 
versible deposits of any crystalloid with which the 
urine may be saturated or oversaturated. Possibly 
other colloids may have the same property, but 
fibrinogen is the most important. “The solubility 
of concretions depends on entirely different laws 
from that of the simple crystalline deposits which 
never form concretions, yet hitherto we have at- 
tempted to find solvents for calculi on the basis of 
our experience with the solubility of simple crystal- 
line formation, and have met with failure. Possibly 
a better understanding of the nature of calculus 
formation will help us toward the goal of solvent 
treatment.” (J. A. M. A.) 


According to Pedersen urethral lithiasis involves 
three basic factors: (a) metabolic disturbance of 
urinary excretion by which the chemical reaction 
and specific gravity are (occasionally without, but 
almost invariably with infection) so changed that 
Precipitation occurs of salts normally held in so- 
lution, (b) disturbance in the hydraulics and physics 
ofthe act of micturition through natural variations 
inthe urethral caliber, pathologic changes, anatomic 
operative deformities, which favor urinary arrest, 
tention, decomposition and precipitation,* and (c) 
foreign bodies in the urethra which become nuclei 


the te author says these two forms of disturbance might be called 
the PIMary pathology or pathogenesis of urethral lithiasis. While 
a results upon the tissues locally, after the calculus has: formed 
b €come impacted, might well be termed the secondary pathology 
Sequele of urethral lithiasis. 


for urolithic formation through the excitation of 
the two factors already mentioned. 

While it may be contrary to prevailing opinion, 
calculus formation within the urethral lumen seems 
extremely unlikely in the absence of urethrosteno- 
sis or an obstructive foreign substance. It is rec- 
ognized that periurethral abscesses, fistulz, diver- 
ticula, and artificial mucosal openings inadvertently 
produced by unscientific instrumentation, may be 
prolific sources of calculous formation by furnish- 
ing by-paths for accumulation of residual urine; 
the occurrence of ammoniacal changes may thus 
favor deposition of urinary constituents without 
intervention of an actual obstructive lesion. 


Of twenty-seven cases of urethral calculi ob- 
served by Britneff (1900 to 1909) in males, only 
two originated primarily in the urethral lumen. The 
concretions were composed of phosphates, and both 
were situated in congenital urethral diverticula. In 
another instance a paraurethral canal was present. 


According to White and Martin, exceptionally, 
prosphatic calculi are formed within the urethral 
lumen; they usually descend from the kidney or 
bladder, and while phosphatic incrustation occurs 
they show uric acid nuclei. Their common site 
is in the bulbomembranous and prostatic regions, 
and in the navicular fossa. Calculi rarely form 
spontaneously within the urethral lumen behind a 
stricture, the urinary stagnation being insufficient 
to allow this. It is in urethral pouches or diver- 


‘ticula, or in suppurating blind cavities resulting 


from glandular inflammation complicating urethri- 
tis, that these formations most frequently occur. 


Exceptionally, calculi may reside for many years 
within the urethral lumen, or in communicating di- 
verticular cavities, without inducing symptoms in- 
dicative of their presence. Examples are recorded 
where such concretions were thus retained for fifty 
or more years, the patients ultimately perishing from 
unrelated pathology. Wolf mentions a male dying 
at the age of fifty from extensive hepatic cirrhosis, 
with local cellulitis, etc. Necropsy disclosed a 
urethral calculus measuring 4.6x3.3 cm. and 
weighing nearly twenty-four grams, situated 5 cm. 
posterior to the meatus urinarius within what was 
presumed to be a congenital diverticulum which 
also contained one hundred and thirty millet-seed 
concretions. The urethral lumen was crescentic 
in contour, overlying the diverticular area. There 
had been no urogenital symptoms during the life of 
the individual. Jawitzka records the existence of 
a calculus within the urethral lumen for thirty-five 
years without clinical discomfort; Pluyette four- 
teen years, and Jesjakaw fifteen years. In the ma- 
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jority of cases, however, more or less characteristic 
clinical manifestations are noted. In infants only 
subjective signs may be evident, i. e., urodynia, con- 
stant straining, and urinary “dribbling.” Unless 
promptly relieved, urethral rupture with urinary 
extravasation and fatal urosepsis may be expected 
to supervene. In adults two distinct groups are 
recognized: (a) the acute, i. e., where the patient 
presents no history indicative of calculi until the 
urethral lumen becomes suddenly obstructed, with 
constant urodynia, uroschesis, etc., and (b) the 
chronic, i. e., where the patient has previously ex- 
hibited various urogenital disturbances, such as the 
so-called renal or ureteral colic, cystitis, pyuria, 
lithuresis, urodynia, urethrohemorrhagia, and 
finally complete uroschesis. Where the calculus is 
of sufficient size to produce complete obstruction 
to the urinary outflow, solution of continuity of 
the urethral interior with urinary extravasation is 
inevitable unless prompt relief be afforded by the 
institution of requisite surgical intervention. How- 
ever, smaller concretions may .sometime induce 
slight clinical discomfort, and may thus remain in 
situ for months or years, as already indicated. 
According to Fowler, the symptoms induced by 
arethral calculi depend upon several factors, e. g., 
(a) the size and conformation of the concretion, 
(b) its situation within the urethral lumen, (c) 
its etiology, i. e., whether primary or secondary, 
and (d) the presence or absence of infection. Rela- 
tively large concretions may sometimes traverse the 
urethral lumen and be extruded per vias naturales 
in the absence of pathologic urethrostenosis ; where- 
as smaller, rough and irregular calculi may induce 
severe urodynia and profuse urethrohemorrhagia. 
It must not be forgotten, however, that even small, 
smooth concretions lodging posterior to a “tight” 
urethral stricture may sometimes cause distressing 
and alarming symptoms. In young children sudden 
obstruction from a urethral calculus may induce 
most violent symptoms, and acute uroschesis is 
oftentimes noted. This is rare in adults excepting 
in association with pathologic urethrostenosis, there 
more frequently being rather sudden cessation of 
the urinary outflow, succeeded by “dribbling.” 
Urethralgia is always a prominent factor and may 
be localized at the site of calculus lodgment, or re- 
ferred to the anterior segment and glans penis. 
Reflex lumbar, abdominal and pelvic pains have 
been reported. Dysuria may be marked, and when 
the stone has lodged within the prostatic or mem- 
branous urethral lumen, or when associated with 
“tight” stricture, enuresis may be a distressing con- 
comitant. When the stone becomes immovably 
fixed urethrohemorrhagia is usually slight. With 


the advent of infection the symptoms become mark- 
edly aggravated, urodynia is greatly increased, and 
suppuration, abscess formation and fistulz are the 
most logical results. ‘A patient will tolerate a cal- 
culus in the urethra sometimes for years, being able 
to endure the discomfort to which it gives rise as 
a result of the mechanical irritation, but if infec- 
tion occurs the symptoms become so severe as 
usually to require active intervention.” (Fowler.) 

The largest number of patients, says Pedersen, 
give a more or less definite history of recurrent or 
chronic and relapsing urinary disorders, punctuated 
with attacks of pyuria and hematuria, ureteral 
spasm, urocystic irritation, etc.; then comes a crisis 
which commonly marks the migration of the stone 
from the bladder and its arrest within the prostatic 
urethra; this is soon followed by dysuria, infec- 
tion, prostatic pain, and more or less pain on defeca- 
tion; a purulent urethral discharge is an important 
feature, requiring bacteriological investigation to 
distinguish it from Neisserian invasion. “Physical 
examination involves the use of the sound, urethro- 
scope, cystoscope, rectal examination, bimanual ex- 
amination with the sound in the urethra, etc.” (Pe- 
dersen. ) 

The surgical treatment of urethral calculi may 
be adequately summarized in comparatively few 
words. Medical treatment is unavailing, there being 
no drug known which has a positive urolytic action. 
Obviously the exact anatomic situation and size of 
the concretion must be determined in advance of 
treatment by external palpation, by urethroscopy, 
and if necessary by roentgenoscopy. Of course, the 
primary indication is immediate surgical extraction 
of the offending foreign body, and there are several 
methods by which this desideratum may be success- 
fully accomplished. However, many essential fac- 
tors may necessitate modification of technical de- 
tails incident to operative procedure, e. g., (a) the 
size and location of the concretion, (b) the dura- 
tion and urgency of the clinical manifestations, (¢) 
the physical status of the individual when first ob- 
served, and (e) the presence or absence of com- 
plications, such as infection, urinary extravasation, 
fistulze, abscesses, etc. 

In the absence of complications or existing ure 
thral pathology, lithectasy (literally lithoplatomy) 
under local anesthesia, if necessary, with or with- 


‘out meatotomy, is to be performed when the siz 


and location of the stone will permit of its extrac 
tion by this simple procedure. Where lodgmett 
has occurred within the urethral lumen distal 
the peno-scrotal angle, urethrotomy is almost neve 
indicated in the absence of complicating lesions. !0 
such instances lithectasy is possible of successfl 
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accomplishment, and should be the procedure of 
choice. To facilitate extraction, and to obviate in- 
fiction of inordinate mucosal damage, litholapaxy 
may occasionally be required, especially where itic 
concretion is of considerable size, or has become 
markedly irregular in conformation during its resi- 
dence within the urethral lumen. For this purpose 
so-called “mosquito” forceps, “alligator” forceps, 
or a small lithotrite may be safely employed, pro- 
vided requisite care be exercised in manipulation. 


Where the anatomic situation of the stone pre- 
cludes extraction by the simpler methods men- 
tioned, or in the presence of complications where 
immediate relief is imperatively demanded and tem- 
porizing with less heroic measures would enhance 
the clinical risk, external urethrotomy must be per- 
formed. Even in uncomplicated cases this method 
of procedure is usually indicated by the presence of 
an obstructing stone within the lumen of the so- 
called perineal urethral segment, i. e., the pars pros- 
tatica and pars membranacea. In the absence of 
complications the perineal incision may be safely 
closed without drainage; but in the presence of in- 
fection, abscesses, fistulae, urinary extravasation, 


etc., adequate drainage should always be instituted 


to prevent fatality from urosepsis. It must be re- 
membered that where infection has already oc- 
curred, the following sequelz of external urethro- 
tomy are to be feared: (a) failure of tissue re- 
pair, (b) a persisting suppurative sinus, (c) tissue 
disintegration, gangrene and sloughing, (d) the su- 
pervention of fatal sepsis. These dangers may 
be minimized by providing facilities for proper 
drainage. The clinical risks are correspondingly 
increased where urethral rupture and extensive 
urinary extravasation have already ensued prior to 
the institution of surgical treatment. The re- 
minder seems hardly necessary that existing ure- 


throstenosis should be overcome by appropriate 


measures when external urethrotomy is performed 
for extraction. 


Investigation and personal inquiry have devel- 
oped numerous examples of urethral stones in males 
observed by Louisville surgeons during the last few 
years. No cases in females discovered, although 
several such instances have been reported elsewhere, 
according to the literature. The details concerning 
some of the cases have appeared in the transactions 
of local medical organizations ; others have not hith- 
ttto been published. Brief excerpts of the collected 
tases are appended. 

(Sherrill). Male, fifty-five; chronic urocystitis ; 
trodynia ; lithuresis upon several occasions. When 


seen patient complained that “something came al- 
Most to meatus externus but could not be extruded 


and passed backward in urethral lumen.” Con- 
cretion not demonstrated by intra-urethral manipu- 
lation, cystoscopy, or urethroscopy; but palpation 
disclosed foreign body in deep urethra. Perineal 
incision; small urolithic fragment extracted. Two 
shell-like concretions imbedded in infiltrated tissue 
removed months afterward from urocyst supra- 
publically. Patient finally perished from papillary 
carcinoma of the bladder. The author mentions 
several uncomplicated cases of urethral calculi 
where lithectasy was successfully executed. 


(Bronner). Male, thirty-four; urodynia, polla- 
kiuria. Palpation demonstrated large foreign body 
at peno-scrotal angle, verified by roentgenoscopy. 
Urethral calculus, successful extraction by external 
urethrotomy; urethral stricture divided at same 
time. Patient had been similarly operated upon one 
year previously and urethral stone removed. 


(Ibid). Male, forty; urodynia several months, 
then lithuresis. Lithoplatomy with forceps, stone 
located near meatus externus extracted without dif- 
ficulty. Few days later second stone removed by 
lithectasia after dilating meatus. Patient had ur- 
oschesis on both occasions. 

(Hall). Male, four years; urodynia, uroschesis 
twelve hours duration. Palpation revealed foreign 
body in deep urethra. External urethrotomy with 
extraction of stone which. had formed around pin 
as nucleus. Mother stated child swallowed pin two 
years previously. 


(Vance). Male, two years; partial obstruction 
of urethral lumen, much urinary extravasation into 
scrotum, abdominal wall and thigh. External 
urethrotomy, diverticular calculus deep ureathra ex- 
tracted without difficulty. Patient subsequently per- 
ished from pneumonia. 


(Dugan). Male infant, aged four days; seem- 
ingly normal at birth, became restless and fretful; 
uroschesis, much straining; third day scrotal and 
penile edema. Urethral rupture, perineal incision, 
free escape of urine; flat scale-like rice-grain size 
calculus extracted. Drainage, no sloughing; kidney 
function apparently normal. Death in coma fifth 
day after birth. 

(Ibid). Male infant, aged eight days; urination 
first two days, then dysuria and uroschesis. Vesi- 
cal distention unrelieved by hot applications; fever, 
scrotal and penile edema. Urethral rupture, in- 
fection; perineal incision, escape of urine. Stone 
extracted from penile urethra. Continued suppura- 
tion. Death from shock or urosepsis. 

(Ibid). Male infant, aged one’ month; dysuria 
began a few days after birth; uroschesis, then ves- 
ical distention. Stone immovably fixed in penile 
urethra distal to bulb recognized by palpation. Ex- 
traction by external urethrotomy. 


(Ibid). Male infant, aged eighteen months; 
dysuria, uroschesia; tremendous vesical distention 
with fever two days duration. Immovable foreign 
body deep urethra noted palpation. Perineal in- 
cision, extraction difficult ; calculus uric acid nucleus, 
phosphatic incrustation. Perineal incision left 
open ; instrumentation to prevent traumatic stenosis. 
Eight months later symptoms recurred; larger con- 
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cretion removed from prostatic urethra with scoop 
through perineal incision.* 

(Wathen). Four operations, same patient. First, 
at age of thirty months for removal of vesical and 
urethral calculi; fistula persisted several years. 
Second, at twelve years, extraction of stone from 
perineum which apparently originated in fistulous 
tract. Third, several years afterward, two addition- 
al concretions removed from perineum. Fourth 
(by Wathen), one year later, one stone removed 
from membranous urethra, another larger from 
urocyst. Patient now forty, roentgenoscopy shows 
no further urinary concretions. 


(Peak). Male, age not stated; foreign body 
recognized by rectal palpation. Suprapubic cysto- 
tomy, funnel-shaped stone one and a half inches 
iong, larger portion extended into bladder ; success- 
ful extraction. Patient had been operated upon 
several times by other surgeons for multiple ure- 
thral strictures. 

(Asman). Male, thirty-six; severe attack so- 
called renal or ureteral colic. Four days later 
dysuria, then uroschesis; while being prepared for 
roentgenoscopy patient expelled stone from meatus 
externus; subsidence of symptoms. No concretions 
demonstrated by subsequent roentgenoscopy. 


(Abell). Male, thirty; symptoms of renal or 
ureteral lithiasis. Roentgenoscopy, two large calculi 
shown in left ureter at pelvic brim. Severe pyelo- 
nephritis, chills, fever; patient “felt stone pass into 
urethra.” Litholapaxy, extraction with alligator 
forceps. Symptoms continued; second stone 
migrated to urethra from which it was extracted 
with forceps. Another similar case is mentioned 
by the author, but no details furnished. 

(Hendon). Male, sixty-three; chronic dysuria, 
tenesmus vesicae, finally uroschesis. Urethroscopy, 
stone detected in membranous urethra; extraction 
by external urethrotomy. 

(Spalding). Male, five; urinary symptoms. since 
shortly after birth; increased urodynia, finally 
uroschesis. Calculus in membranous urethra dis- 
covered by introduction of sound; removal by peri- 
neal incision. 


(Windell). Male, forty-two; acute uroschesis. 
Urethroscopy, large stone in deep urethra, verified 
by roentgenoscopy. Lithoplatomy impossible; ex- 
traction by external urethrotomy. Six vesical cal- 
culi subsequently removed. at various times, by peri- 
neal incision and suprapubic cystotomy. 


(Ibid). Male, fifty; no urinary symptoms until 
night before observation; acute urodynia end uro- 
schesis. Stone in fossa navicularis disclosed by 
palpation and inspection. Meatus small, consider- 
able force required in extraction by forceps. 

(Ibid). Male, forty-five: urogenital symptoms 
long duration; acute exacerbation, urodynia, uro- 
schesis. Stone not discovered by roentgenoscopy, 
but characteristic “click” noted deep urethra on 


*Dugan’s contribution was limited by the superscription to con- 
sideration of urethral iithiasis in children. He states that urethral 
calculi in infants must be exceedingly rare, whereas in adults they 
are comparatively common, or at least not very rare according to 
a ee He mentions several examples in adults without 

etails. 


introduction of urethroscope. Immediately after 
withdrawal of instrument, patient expressed desire 
to micturate when calculus expelled spontaneously, 


(Ibid). Male, thirty; dysuria, pyuria, tenesmus 
vesicae, chronic urethritis, oxaluria. Cystoscopy, 
small stone discovered in bas-fond. When patient 
returned two weeks later external palpation dis- 
closed concretion in pendulous urethra; extraction 
by lithoplatomy and manipulation. 

(McMurtry). Male, thirty-six; dysuria, partial 
uroschesis. Urethroscopy, calculus detected four 
inches from meatus. Lithoplatomy successfully 
executed. The author mentions two similar cases 
without further data. 

(Grant). The author speaks of three instances 
in which he successfully extracted small urethral 
stones (lithoplatomy) with forceps. Dysuria, but 
in no instance complete uroschesis. No additional 
data furnished. 

(Willmoth). Male infant, aged five days; dysuria, 
straining, uroschesis. Palpation showed foreign 
body impacted in penile urethra; stone three times 
size of cherry-seed two inches from meatus split 
and extracted (lithoplatomy) with mosquito for- 
ceps. 

(Frank). Male, thirty; urethral rupture, urin- 
ary infiltration; concretion peno-scrotal juncture 
3/8 inch diameter. External urethrotomy, stone 
extracted through fistulous opening. 

(Ibid). Male, forty-nine; dysuria, pollakiuria; 
constant pain in gland penis; stone 1/4 inch diame- 
ter fossa navicularis, oxalate of calcium; extraction 
with forceps. 

(Ibid.). Male, thirty; acute uroschesis; bean- 
size calculus deep urethra; endoscopy, extraction 
with forceps. 

(Ibid.). Male, forty-five; uroschesis; pea-size 
stone near distal end urethra; extraction after 
meatotomy. 
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TREATMENT OF STRICTURE OF THE 
URETHRA. 
Cuas. W. Betuune, M.D. 
N. Y. 


A stricture is a diminution of the normal di- 
latability of the urethral lumen due to a patho- 
logic alteration of the mucosa. In other words 
scar tissue diminishes the normal calibre, form- 
ing an acquired stricture. A congenital stricture 
is a congenital narrowing of some portion of the 
lumen due to a structural defect and not to scar 
tissue, but these are rare. 

The urethra except during urination, ejacula- 
tion or the passage of instruments is a collapsed 
tube whose lumen is its degree of dilatability 
without producing trauma. According to Ober- 
lander, a stricture is present when any portion 
of the canal, excepting the meatus, will not easily 
admit a 23 French sound. This is a safe rule 
except in a patient whose genital organs are of 
the infantile type. Normal urethra will easily 
admit any instrument which can pass the meatus, 
naturally excepting cases of adenoma of the 
prostate, etc. 

All acquired strictures are due to trauma, in- 
flammatory, chemical, or mechanical. Inflamma- 
tory trauma is almost invariably prolonged or 
hypervirulent gonorrhea. Most gonorrheal stric- 
tures have an element of mechanical or chemical 
trauma in their etiology as well as the prolonged 
or severe inflammation. According to Ober- 
lander, Finger, and other urologists, areas of 
round cell infiltration develop in the urethral 
musoca during the course of a gonorrhea and in 
time either disappear entirely or leave monu- 
ments in the form of connective tissue, which if 
they encircle the entire lumen of the canal cer- 
tainly form a stricture. 

The gradual substitution of the modern treat- 
ment for the older, more or less drastic remedies, 
often of an irritating or caustic nature, and the 
quicker cures by less irritating drugs, of which 
the permanaganate irrigations were the first step 
in the right direction, have done much to place 
strictures among the uncommon diseases. Be- 
yond a doubt stricture is gradually becoming 
less common. In my own practice with the total 
number of cases increasing yearly the number of 
new patients with stricture remains stationary. 

The Otis urethrometer and the bulbous bougie 
have been the causes of many mistaken diagnoses. 
They suggest strictures the several normal 
diminutions of urethral calibre. The normal 


tonic resistance of the external sphincter is often 
mistaken for a stricture by the bulbous bougie. 
The tip of an instrument lodging in the bulbar 
cul de sac is occasionally mistaken for a stricture, 
but this error is avoided by hugging the anterior 
urethral walls. In brief an urethra which admits 
a 24 French sound with ease is not strictured, 
assuming, of course, that there hasn’t been a re- 
cent dilatation. 

In 600 consecutive urologic patients about 400 
of whom had gonorrhea, thirty-three with stric- 
ture were found. Syphilis is excluded in 
this series. Nineteen of these patients complained 
of difficult urination all of whom had filiform 
strictures, which did not allow the measure of 
their calibre with any degree of accuracy. The 
actual lumen of a filiform stricture is not neces- 
sarily extremely narrow, but may be so crooked 
and eccentric that only a filiform can find its way 
through. All of the strictures were at the bulbo 
membranous junction with the exception of one 
in the penile urethra. Six of the patients also 
had strictures in the bulbous urethra, two of 
which were filiform. Four had strictures of the 
scrotal urethra and six of the penile portion of 
the canal, three of them being filiform in calibre. 

With the exception of acute genorrheas, the 
urethras of all urologic patients should be ex- 
plored for stricture. The best proceedure is the 
passage of a 24 French or larger sound if this 
slips in easily it may be safely said that there is 
no stricture. Obstruction to the passage of the 
sound is not necessarily due to a stricture. The 
tip of the sound may catch in the bulbar cul de 
sac; a spasm of the external sphincter usually 
relaxes if the patient inspires deeply several 
times while the sound is pressing against it. 


Adenoma of the prostate in which no false 
passage has been caused by injudicious instru- 
mentation seldom resists the passage of a flexible 
coudé tip instrument, even though a rigid one is 
obstructed. The age of the patient is to be consid- 
ered in the diagnosis, together with the size of the 
prostate as noted by rectal palpation, although all 
adenomas do not betray themselves on the rectal 
surface and in these cases the cystoscope may be 
needed to clinch the diagnosis. Strictures rarely 
are complicated by adenoma of the prostate. 
Calculi, polypi, foreign bodies, extra-urethral 
growths, etc., may also obstruct the urethra and 
require differentiation. 

The passage of small rigid instruments of 
calibre less than 15 French requires expert 
care lest they cause a false passage. If a tight 
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stricture is encountered an instrument of this mneled sound’ would not enter although the fili- 


calibre may so bruise its orifice that it becomes 
impossible to pass a filiform for several days. 
When a tight stricture is encountered it is my 
custom to pass a whalebone filiform, and, if the 
first is obstructed, pack the urethra with a fag- 
got of filiforms and try one after the other until 
one passes. If the bladder is dangerously dis- 
tended and it is impossible to pass a filiform 
bougie, the bladder should be tapped suprapubi- 
cally with a trochar or very large needle. 

After the filiform has passed, a Gouley tun- 
neled sound is threaded over the filiform and 
passed down the urethra very carefully so as to 
avoid the danger of cutting the filiform in two. 

When a small tunneled sound has been 
through the stricture the battle is won unless 
the scar tissue is so tough that it absolutely 
defies further dilatation. If its calibre can be 
increased 5 French at the first or second sitting 
it can almost invariably be increased at each 
treatment until full calibre is reached. 

It is my custom, when a calibre of 22 French 
is attained, to use the Kohlmann dilator, the 
blades being covered with a sterile rubber 
sheath. Dilatations should not be repeated 
more often than every third day and calibre 
should not be increased by more than 5 French 
at a sitting. After a calibre of 25-30 French 
is reached, depending on the average calibre of 
the individual canals, the intervals between 
treatments may be lengthened to seven or even 
ten days. Later the intervals may be length- 
ened to several months, as long as the urethra 
does not contract more than one or two num- 
bers during the interval. 


It is difficult to persuade a patient to con- 


' tinue his dilatations after a normal calibre has 


been attained. Of my series but four were seen 
after an interval of six or seven years; two had 
not recontracted, one recontracted two numbers 
and one who was very dissipated had reten- 
tion and was later operated upon by another 
surgeon. Three others reported after an in- 
terval of three years and none of these showed 
recontraction. 

This small series of private cases contains 
but two in whom operation was indicated all 
of the others being amenable to dilatation. The 
majority of cases seen in the hospital for opera- 
tion presented such operative indications as: 

1. Rupture of the urethra and extravasation 
of urine. 

2. Stricture so tight or dense that the tun- 


form passed. 

3. After reaching a certain point it was impos- 
sible to increase the calibre further with the 
sound. 

4. A resilient stricture, which recontracted 
after each dilatation. 

5. Patients in whom dilatation caused in- 
tolerable pain. Under the first indication I have 
seen two patients; multiple incisions were made, 


a filiform passed and the classical external opera- 


tion done on a guide; both recovered. 

Eight came under the second indication for 
operation, two by divulsion with an Otis ureth- 
rotome threaded over a filiform. It may be 
mentioned here that it is unsafe to make an 
incision at the bulbo-membranous junction with 
the urethrotome because of the proximity of 
the prostatic plexus to the anterior urethral 
wall at this point; two cases of fatal hemor- 
rhage from this cause have been reported by 
Fenwick and the injury confirmed by autopsy. 
Divulsion may be safely employed in these in- 
stances when the stricture readily yields on turn- 
ing the screw, that is the stricture consists of 
but a few tense bands. In the more extensive 
and dense strictures of the bulbo membraneous 
junction the classical external operation on a 
guide should be done and this was necessary in 
four patients, one of whom died of acidosis two 
weeks later. Two of this group had tight stric- 
tures in the penile region which were operated on 
by the Otis method of internal urethrotomy. 

No cases were seen which could be classed 
under the third and fourth group. 

To summarize, the majority of strictures are 
amenable to dilatation. The end results are fully 
as good following dilatation as after operation. 
In either case dilatations must be continued 
from time to time or recontraction will occur. 
Dilatation is almost devoid of danger while there 
will always be a small percentage of operative 
deaths. 


INDIVIDUAL RESPONSIBILITY. 

This war is to be won not by one man or one 
thousand men or one million men or one million 
people. It is to be won by the united efforts of 
the individuals of many nations. Every American 
citizen has an individual duty to perform, an in- 
dividual share of the responsibility. The more 
powerful and effective the American forces are the 
shorter will be the war, and the shorter the war the 
fewer lives lost, the greater the number of Ameri- 
can soldiers who will return home victorious. 
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CARCINOMA OF THE COLON: REPORT OF 
A CASE INCLUDING A BRIEF 
LITERARY REVIEW. 


MicHaAEL Casper, M.D., 
LovuIsvILLE, KENTUCKY. 


There is no subject of greater importance be- 
fore the medical profession today than the treat- 
ment of carcinoma whatever may be the anatomic 
situation involved; and despite intensive study and 
constant clinical and experimental investigations by 
the ablest observers in the world, certain aspects 
of the “cancer problem” still defy definite solution. 
However, the pessimistic attitude prevailing a few 
decades ago has been supplanted by a marked degree 
of optimism due to earlier diagnosis and improve- 
ment in ultimate results from rational methods of 
surgical therapeusis. 


Less than twenty years ago a prominent surgeon 
said: Cancer has been a constant subject of study 
in all ages and in all nations, but the mystery of 
its origin is yet unsolved, resistance to its progress 
has yet proved unsuccessful, and the symbolic crab 
continues to sink its claws slowly but relentlessly 
into the flesh of its victim. The disease at first 
local becomes regional and constitutional; recur- 
ting when removed, disseminating when left; un- 
dergoing degneration, intractable ulceration, deep- 
spreading excavation, and is usually followed by 
cachexia and death. (McGuire). 


It was remarked more recently that despite the 
“time, brains, energy and money” expended in at- 
tempted solution of the cancer problem, little prog- 
ress has been made. While the researches of 
skilled investigators have unearthed some important 
facts relating to the character of malignant tumors, 
insofar as elucidation of the many obscure features 
surrounding this mysterious disease may be con- 
cerned, “the end is not yet even in sight.” 

“Unfortunately for humankind, the etiology of 
carcinoma still remains submerged in apparently 
hopeless obscurity; and, in advanced carcinoma 
involving certain anatomic situations, the disciple 
of Esculapius is today as helpless in the matter of 
treatment as were his ancient confreres. However, 
in the early stages, and in certain other localities, 
the percentage of permanent cures from radical 
treatment is now much greater than ever before in 
the surgical history of the affection.” 

According to Anderson the etiology of malignant 
growths seems to be a sphinx-like problem shrouded 
in the mysteries of by-gone centuries, and as silently 


defying elucidation as the riddle proposed by the 


sphinx which was sent by Hera—the Queen of the 


Gods and sister and wife of Zeus—to punish the 
Thebans, without an Eodipus to solve the conun- 
drum! Cancer, like the sphinx, devours anyone 
who becomes afflicted and who is unable to solve 
its mysteries; cancer sits silently through the ages 
like the sphinx on the Nile, the supreme mystery 
of all times. There is no more mysterious nor mor- 
tal disease afflicting the human race today than this 
insidious malady! (Anderson). 


The hypotheses advanced to explain the origin 
of carcinoma are about as numerous as there are 
writers on the subject, but “something more tang- 
ible than the flimsy film of theoretical assumption 
is requisite for the elucidation of observed clinical 
phenomena accompanying pathologic lesions; and, 
although the admission is regrettable, the extent of 
present information concerning the etiology of car- 
cinoma is embraced in the simple expression—the- 
oretical assumption.” It is worthy of note in pass- 
ing, however, that the bacterial or parasitic hypoth- 
esis of the origin of carcinoma seems less fanciful 
than many others which have been accorded cred- 
ence. “The theory of Park and Behla that cancer 
is an infectious disease due to a parasite belonging 
to the chytridez, 7. e., a vegetable organism on the 
borderland of the vegetable and animal kingdoms, 
is considered by Hoeve to be the most plausible.” 


The utter failure of more recently formulated 
theories to explain the origin of carcinoma has 
caused “the oscillating pendulum of etiologic thought 
to gravitate in a backward direction; and the 
hypothesis advanced by Abernathy in 1816 that there 
must be a diseased ( 7. e., cancerous) propensity of ° 
the constitution has been revived and is being given 
serious consideration. ‘This literally signifies the 
presence of an unknown and intangible something 
circulating within the human organism conducing 
to neoplastic formation and without which the crea- 
tion of carcinoma is impossible. 

Nearly every text book in Christendom contains 
the emphatic statement that carcinoma is hereditary, 
and this is also emphasized in current medical liter- 
ature. “The reminder seems pertinent that existing 
information anent the hereditary transmission of 
anatomic and pathologic, as well as mental and 
moral defects, is infinitely less tangible than that 
relating to the etiology of malignant neoplasms, 
which of course is an admission of total ignorance 
regarding both propositions ; moreover, has not the 
significant fact been ignored that irrevocable sub- 
stantiation of the assertion that any defect is actu- 
ally hereditary must include positive proof that 
either the spermatozoon or the ovum (or both) was 
similarly defective when fructification occurred ?” 
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And is it not an immutable embryologic law that 
imperfect germinal cells are incapable of being 
fructified 

Neoplastic formations were attributed by ancient 
writers to the influence of evil spirits. Hippocrates 
contended that the human body contained four 
“humors,”—(a) blood, (b) phlegm, (c) black bile, 
and (d) yellow bile; and Galen believed neoplasms 
owed their origin to the accumulation of one or 
more of these “humors!” Over three thousand 
years ago the Egyptians were the subjects of path- 
ologic neoplasms, a typical specimen of osteal sar- 
coma having been discovered in the remains of an 
ancient mummy. (Anderson). Biblical lore con- 
tains numerous indirect references to carcinoma 
(canker); and it is said the Papyrus Ebers (1550 
B. C.) also accurately describes’ pathologic neo- 
plasms. 

According to Bland-Sutton as quoted by Sherrill 
ninety-eight of every one-hundred intestinal carcin- 
omata have their origin in the large intestine ; about 
seventy-five per cent. of these involve the rectum, 
ten the sigmoid flexure, and thirteen the cecum and 
remainder of the colon. Leube estimates that four- 
fifths of all carcinomata of the large intestine occur 
in the rectum, and one-fifth in the colon and sigmoid. 


Colonic carcinoma may exist and remain undis- 
covered for months or years owing to the absence 
of indicative clinical symptoms. This fact may at 
least be partially explained upon anatomic and physi- 
ologic considerations. It has been shown that in 
its development the large intestine is formed on the 
left side of the spine and rotates around the superior 
mesenteric artery as an axis, the cecum being under 
the stomach at the third month of fetal life, then 
beneath the liver, finally reaching the right iliac 
fossa. Such rotation leads to the observation that 
all structures necessary to vitality of the organ are 
to be found in the inner leaf of its mesentery, the 
outer leaf is merely attached to the parietal peri- 
toneum, the separation of which along the line of 
adhesion immediately mobilizes the colon without 
injury and greatly simplifies operations thereupon. 
It is noted that there is great variation in the length 
of the intestines (both large and small) the total 
varying from twelve to thirty-three feet, or from 
the short carnivorous to the herbivorous intestine. 
Metchnikoff emphasized the fact that the absorber 
of liquids is the colon, that the contents of the 

*In presenting the foregoing quoted statement concerning the 
tinent to remark, en passant that some of the statements accredited 


to Miss Slye seem strangely incongruous if not actually contradic- 
tory. 


small intestine after removal of ninety per cent, 
of the protein food value are delivered thereto in 
a liquid state. It is eiso shown that peristalsis un- 
like that continuous form observed in the small 
intestine, is sudden, active, and intermittent, oc- 
curring from two to possibly six times in twenty- 
four hours in the right colon whenever the 
absorption of liquids reduces the fecal mass to prop- 
er consistency. The lympathics play little part in 
absorption; it is principally a filtration into the 
portal venous system for purification in the liver, 


Because of the septic character of the contents ot, 


the large intestine the lymphatics have been nearly 
eliminated from the mobile organ; they are few and 
inactive as compared with those of the small intes- 
tine, and practically may be considered as connected 
only with the outer surface. This observation 1s 
important and shows why intestinal malignant 
neoplasms may remain local for such long periods; 
thus autopsy findings in death from colonic car- 
cinoma proved that the disease was still local in 
more than half the instances, death being due to 
obstruction, perforation, or peritonitis.* 

Carcinoma of the gastro-enteric tract is particu- 
larly amenable to surgical treatment, and statistics 
show an increasing percentage of five-year cures 
following early thorough removal. Therefore, the 
importance of prompt recognition can scarcely be 
over-estimated. The reminder seems pertinent that 
early diagnosis is not always easy, and there are 
several reasons why intestinal neoplasms are not 
more promptly recognized: (a) many people suffer 
transitory abdominal distress, mild temporary colic, 
a feeling of “heaviness,” so-called indigestion, dys- 
pepsia, etc., and the symptoms disappear without 
medical aid; moreover, there is a tendency on the 
part of certain practitioners not to seriously con- 
sider mild gastro-enteric manifestations, (b) as a 
rule physical examination alone will not reveal 
colonic carcinoma in the early stages, (c) the 
erroneous idea entertained by the public and also 
uninformed physicians regarding the high cost of 
roentgenoscopic investigation. 

Mayo claims that (in this country) because of in- 
creased knowledge concerning intestinal carcinoma 
and the fact that patients are now seen by the sur 
geon earlier than formerly there has been a gain of 
nearly fifty per cent. of operability; that in the 


Mayo clinic the former operability of fifty-three pet f 
cent. has advanced to seventy-one per cent. within > 
a few years. “When we consider that the operative | 
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mortality is nearly fifty per cent. lower, that in 
cancer of the rectum five-year cures have increased 
from ten per cent. to thirty-five and one-half per 
cent. since 1900, and that in cancer of the right 
colon the five-year cures are now fifty-four per 
cent. including the natural death rate for period and 
age, we appreciate the enormous saving from death 
and from disease attended with so much suffering.” 
The surgical technic of attacking carcinoma in 
every anatomic situation has been perfected to such 
degree that any future progress or improvement in 
its effectiveness must come through earlier recog- 
nition; and it is encouraging to note that patients 
with suspected intestinal carcinoma are now being 
referred to the surgeon before development of ob- 
struction to the fecal outflow with its legend of 
woes. 

According to Rowlands the usual history of 
colonic carcinoma is that of chronic partial obstruc- 
tion terminating in stenosis, the symptoms develop- 
ing much less rapidly than when the small intestine 
is involved. Abdominal pain becomes severe, 
sometimes sudden in onset and associated with 
collapse. Obstruction to the fecal outflow usually 
becomes complete, although there may be small dis- 
charges consisting of mucus and blood. The abdo- 
men becomes greatly distended, not only in front 
but in the flanks, where there may be some dulness 
due to a large quantity of fluid in the colon. Vomit- 
ing is oftentimes only a late and terminal symptom. 
Chronic fecal obstruction must be differentiated 
from gall stones which may cause repeated attacks 
of cholecystitis accompanied by coprostasis; from 
subacute appendicitis with constipation; from an 
inflammatory lesion in colonic diverticulum. These 
latter affections are usually associated with local 
tenderness and rigidity with pyrexia, in contrast to 
the supple, non-tender abdomen and subnormal 
temperature of colonic obstruction. In these affec- 
tions also cathartics and enemata are usually effec- 
tive. Strangulated hernia, tuberculous or malignant 
stenosis of the small intestine, volvulus of the colon, 
impaction of choleliths or fecaliths in the pelvic 
colon, must all be considered in the diagnosis. In 
seventy per cent. of instances obstruction is below 
the splenic flexure and in some a tumor is palpable. 
Occasionally obstruction in the pelvic colon may 
cause cecal distension alone, therefore the exact 
location of the pathology is not always easy. Bi- 
manual pelvic examination is sometimes of value, as 
is also the use of the sigmoidoscope. 


Burke believes the symptoms of colonic carcin- 
oma depend upon three definite pathologic factors: 
(a) stenosis, (b) the accompanying intestinal 


“catarrh,”’ and (c) mucosal ulceration or tumor ex- 
tending to other intra-abdominal viscera. When 
stenosis is the single feature colonic carcinoma may 
exist without marked clinical evidence until acute 
symptoms supervene. When an anemic patient 
previously enjoying perfect health particularly as 
regards digestion suddenly with or without dietary 
indiscretion complains of colicky pain and _ bor- 
borygmus, with radiation of the pain toward the 
anus accompanied by rectal tenesmus and obstipa- 
tion or diarrhea, notices great loss of weight and 
increasing muscular weakness, intestinal carcinoma 
should be immediately suspected; when the feces 
contain blood, mucus or pus the further suspicion 
of carcinoma is strengthened; and if in addition a 
tumor is detected in any part of the abdomen, with 
or without visible peristalsis or rigidity, a positive 
diagnosis of carcinoma may be assumed. The pain 
of intestinal carcinoma may be localized around the 
umbilicus or diffused throughout the abdomen. It 
occurs most frequently at the height of obstipation, 
but may sometimes be noted when defecation is 
fairly regular, and may be due to local peritonitis. 
The absence of colic therefore does not negative 
the diagnosis of possible intestinal carcinoma. Pro- 
fuse hemorrhage seldom occurs, but small flecks of 
blood are frequent; “tarry stools” never occur in 
colonic carcinoma. The copious evacuations which 
occur in late stages of intestinal carcinoma are 
scarcely ever influenced by therapeutic measures 
directed against chronic intestinal “catarrh,” such 
as the regulation of diet, the administration of 
opiates, etc. In carcinoma of the decending colon 
the symptoms may be referred to the rectum and 
bladder; and in otherwise obscure cases colonic 
carcinoma must be considered. Differential diag- 
nosis between cecal carcinoma and appendicitis in 
elderly people may cause considerable speculation 
when there exist elevation of temperature and re- 
peated chills as well as acute local pain. Differentia- 
tion between carcinoma and appendicitis in the aged 
depends more upon the previous history than the 
temperature. In differentiating carcinoma from 
cecal tuberculosis careful examination of both lung 
apices for healed tubercular lesions, the Diazo reac- 
tion, the finding of tubercle bacilli in the feces, and 
the positive von Pirquet test should guide the sur- 
geon in the right direction. The chief causes of 
error in differential diagnosis of hepatic flexure 
carcinoma are gall bladder disease, liver and kidney 
neoplasms, and duodenal induration. Sigmoidal 
carcinoma where the early pain is referred to the 
urinary bladder and left testis may be confounded 
with nephrolithiasis, but the absence of pathologic 
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urinary changes—blood, pus, etc.—and negative 
x-ray findings as regards renal or ureteral calculi, 
would exclude so-called nephritic colic. Differen- 
tial diagnosis between sigmoidal. carcinoma and 
diverticulitis is difficult. In active sigmoidal diverti- 
culitis there is always a palpable tumor, and muscu- 
lar rigidity does not occur in carcinoma unless the 
peritoneal cavity is involved. Therefore a tumor 
appearing suddenly in a patient who has complained 
for a long period of recurring attacks of pain sug- 
gests an inflammatory lesion rather than carcinoma; 
if the tumor disappears and after a time returns an 
inflammatory lesion is almost positive. In carcinoma 
there is secondary anemia with great loss of weight 
and strength; in most cases of diverticulitis the 


patient is well-nourished and of normal color, fre- - 


quently obese. In his admirable paper Burke pre- 
sents the following conclusions ; 


(1) Early diagnosis in colonic carcinoma is the 
surest means to a surgical cure: 


(2) In unexplained loss of weight and dimin- 
ished muscular strength with secondary anemia in 
an adult above forty years, particularly if gastro- 
enteric symptoms are present, colonic carcinoma 
should be considered : 

(3 Where a tumor is present in any of the “four 
corners” of the abdomen it is well to consider colonic 
carcinoma : | 

(4) When peritoneal friction sounds are heard 
over the tumor it speaks positively for its intra- 
peritoneal origin: 

(5) In sudden profuse hemorrhage from the 
rectum the colon should be diligently investigated 
for carcinoma—particularly the sigmoid flexure: 

(6) When an adult complains of colicky abdom- 
inal’ pain, particularly when accompanied by dis- 
turbance of intestinal function, colonic carcinoma 
should be considered as the probable cause: 

(7) In suspected acute appendicitis in elderly 
people, cecal carcinoma must not be forgotten in 
diagnostic deliberations: 

(8) Where there is the slightest suspicion of 
colonic derangement the «x-ray should never be 
omitted in the examination: 

(9) In suspected intestinal carcinoma careful 
x-ray examination should always be made. 

Of forty cases of intestinal carcinoma recently re- 
ported by Erdmann the cecum was involved three 
times, the sigmoid eleven, recto-sigmoid thirteen, 
rectum eight, transverse colon three, and the peri- 
rectal tissues two. The youngest patient was 
twenty-six years old. In each case the disease was 
well advanced when the patient came under his 
observation. The failure in perfection of early 


diagnosis is ascribed to modesty on part of patients 
in speaking of their ailments and to refusal to 
submit to examination. Another factor is the too 
readily eased conscience of the physician in not 
examining such patients, accepting the diagnosis of 
the individual or her family doctor as to the exist- 
ence of piles, fissures, etc. Many also overlook the 
importance of careful anamnesis. The author 
admits that the early symptomatology is so vague 
and indefinite that diagnosis is difficult and rarely 
made. The earliest symptoms are borborygmus, 
cramps, colic, pain, mucus, blood and pus in the 
feces; alternating diarrhea and coprostasis; and a 
feeling of incomplete emptying of the intestinal 
tract after defecation. Later a painful spot is noted 
on pressure, evidence of a tumor, and finally obstruc- 
tion. In such cases careful examination of the 
rectum should be made and an -+-ray picture taken 
following a bismuth meal. 

Case emphasizes the necessity for early diagnosis 
in colonic carcinoma which is comparatively rare 
and consequently seldom seen in routine rdentgen- 
oscopic examination of the colon. The greatest care 
should be exercised in every examination of the 
gastro-enteric tract to the end that as few diagnostic 
errors of omission as possible shall be made. Ac- 
cording to this author the roentgen findings in in- 
testinal carcinoma are as follows: 


(1) Delay in the progress of a bismuth meal 
given by mouth varying from forty-eight hours to 
several days: 

(2) Arrest in the progress of bismuth clysma; 
the obstruction may be complete or may be over- 
come in a greater or less period, according to the 
degree of stenosis. Haenisch’s technic for bis- 
muth enteroclysis should be followed literally. It 
must be shown that incomplete filling distal to the 
obstruction is not due to insufficient pressure of 
the bismuth column or the presence of dried fecal 
masses: 

(3) Dilatation of the colon on the proximal side 
of the lesion, which is evidence of serious obstruc- 
tion when present. The colon may end at obstruc- 
tion in a funnel-shaped process, or there may be 
irregular filling defects, characteristic of cauliflower 
carcinoma: 

(4) There may be a palpable tumor coinciding 
with the filling defect, but its absence is unimportant, 
especially in early cases. Fecal accumulations are 
apt to be present on the proximal side of the obstruc- 
tion and must not be confused with real tumors: 

(5) Exaggerated and anti-peristalsis is believed 
to be a valuable sign in the the diagnosis of serious 
obstruction. However, normal peristalsis which is 
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the prevailing movement of the cecum, ascending 
and right half of the transverse colon, must not be 
mistaken for exaggerated anti-peristalsis. Laxa- 
tives before examination increase anti-peristalsis, 
and the character of obstruction,—malignant or 
benign, Organic or spastic,—cannot be determined 
by this phenomenon. 

In the technic advocated by Case ordinary bis- 
muth or barium may be employed. The barium 
sulphate must be known to be chemically pure; meal 
by mouth and enteroclysis should both be used ; care- 
ful cleansing enemata should be given before ex- 
amination. A roentgenoscopic table of the Haenisch 
type is essential for colon work. Attention is called 
to the necessity of adequate protection around the 
tube, to adjustable lead diaphragms, and to proper 
preparation of the eyes before fluoroscopic exam- 
ination. The patient is placed supine; an ordinary 
rectal tube is introduced beyond the sphincter; the 
container is elevated two feet and the clysma al- 
lowed to flow. The cecum should rill in three or 
four minutes if no obstruction is present. The 
progress of the clysma is watched as it ascends the 
colon, and if any apparent abnormalities are found 
the examination should be later repeated and the 
findings verified. 

Brown’s method in gastro-enteric bismuth exam- 
ination is substantially as follows: ‘The patient is 
given one ounce of subcarbonate of bismuth eigh- 
teen hours before the examination, defecation being 
avoided if possible; and then another ounce thor- 
oughly mixed in a glass of water is given either 
just before or synchronous with the examination. 
He prefers a fairly thick gruel of farina or oat- 
meal to water as a vehicle. The author discusses 
the relative value of the fluoroscope and the radio- 
graph, giving the classical comparison. “The floro- 
scopic method, the ability by its means to study 
the dynamics as it were of the gastro-enteric tract, 
to enfold before us its physiology as well as its 
anatomy, the possibility of noting under our eyes 
the effect of the respiratory movement, of the 
change in position, of various forms of treatment, 
mechanical, medical and otherwise,—all these have 
made it a diagnostic aid in the field. To expect 
one method to solve a problem of great ditficulty 
is fundamentally wrong; very few fluoroscopic 
findings are absolutely diagnostic, individual inter- 
pretation of the picture presented varies definitely 
with the operator, as almost if not absolutely some 
of the pictures may be presented by different con- 
ditions.” 


Eisen believes by use of the opaque meal or enema 
in colon studies obstructions may be definitely lo- 


toneum into the muscle to be opened if necessary. 


cated, the degree ascertained and the cause often- 
times determined. He emphasizes the importance 
of careful and repeated examination of the entire 
tract; also the value of rdentgen findings in de- 
termining proper surgical treatment. Roentgeno- 
scopy suggests the proper location for gastro-enter- 
ostomy, the requisite loops for short-circuiting, and 
in gastric carcinoma it may show the futility of 
celiotomy. 


In discussing the treatment of colonic carminoma 
Erdmann says in far advanced cases it is palliative ; 
this consists in proper catharsis, cleansing the colon 
from below, and a diet which forms no excess waste 
material. The high frequency current has been of 
value in several instances. Anodynes and _ local 
anesthetics are given as a last resort. The palli- 
ative operative treatment consists in various types 
of anastomoses or short-circuiting. Frequently the 
colonic lesion improves sufficiently after the opera- 
tion to permit of successful excision. In radical 
treatment the author advises wide excision owing 
to the lymphatic and vascular arrangements. “In 
cecal carcinoma the distal six to twelve inches of 
ileum should be removed; in the transverse colon 
excision should extend to either flexure with in- 
spection of glands in the transverse meso-colon and 
pancreatic area. If metastasis be found in the liver 
radical excision is contra-indicated. Resection 
where obstruction exists should be performed in 
two or three stages as the mortality is less. After 
preliminary colostomy the intestine is relatively 
clean and a free vent is provided while the anasto- 
mosis is healing. Of the several methods of resec- 
tion the author prefers the abdominal, especially 
in mid-rectal and recto-sigmoidal carcinomata. 

It is suggested by Mayo that as the colon nat- 
urally harbors several varieties of bacteria, a con- 
siderable part of the intestinal movement is due 
to the growth and activity of some of them; and 
because of such bacteria there is an added danger 
of peritoneal sepsis in operating on the organ. The 
suture lines must be both gas- and water-tight; 
tension unrelieved on suture lines no matter how 
perfectly they may be constructed will cause them 
to give way to necrosis after two days of pressure. 
Fortunately tension seldom occurs, yet safety valves 
for immediate or secondary use in delivering gases 
are of great advantage when needed. Thus suture 
operations on left half of the transverse colon may 
be protected from gas pressure by appendicostomy ; 
in removal of the right half the end of the trans- 
verse colon may be incorporated in closure of the 
abdominal incision projecting through the peri- 
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This is required in approximately twenty per cent. 
of instances.’ Bloodgood similarly places the end of 
the intestine into the abdominal incision after sig- 
moidal resection with lateral anastomosis. The same 
result is accomplished when tubes are passed high 
into the colon through the anus where they are 
maintained for several days. The author further 
remarks that very extensive operations are indi- 
cated if the disease is local, and it may be. consid- 
ered local if there is only contact involvement. If 
the neoplasm has become attached to the urinary 
bladder the attached portion of the viscus should 
be removed; if attached to the uterus hysterectomy 
should be performed. It may be necessary to re- 
move one or two loops of small intestine, or (in 
the male) the prostate or seminal vesicles, to make 
the operation sufficiently thorough. On the other 
hand, if there are grafts at a distance on peri- 
toneum or intestine, or if distant glandular involve- 
ment or metastatic implication of liver or other 
viscera, no radical operation should be attempted to 
relieve obstructicn; if operation is undertaken it 
should be palliative only. : 

According to Duval, in the treatment of colonic 
carcinoma there are three methods in vogue: (a). 
intra-abdominal colectomy with immediate suture 
of the colon—called colectomy in one-stage, (b) 
removal of the coil of colon from the abdominal 
cavity with or without the formation of a temporary 
anus in situ with extra-abdominal colectomy later— 
called colectomy in two stages, (c) colectomy with 
immediate formation of an anus in situ. Colectomy 
in three stages is really intra-abdominal colectomy 
preceded by the construction of an artificial anus 
above site of the neoplasm. It is believed each 
method has its special indications. Duval says it 
is unanimously agreed that so far as the cecum, the 
ascending colon, and even the hepatic flexure are 
concerned, resection should be completed at one 
operation. Where there is acute obstruction all 
authorities agree in making a fecal fistula, delaying 
colectomy until subsidence of acute symptoms. In 
carcinoma of the transverse colon and left colon 
uncomplicated by acute obstruction the indications 
depend on: (a) the clinical conditions, (b) the 
colonic pathology, and (c) the site of the lesion. 

(1) Obesity, cardio-renal disease and chronic in- 


toxication absolutely contra-indicate operation in 


one stage. 

(2) When upper end of the colon is dilated, and 
especially when rigid, immediate suture is not in- 
dicated unless the two ends are practically equal in 
size, and unless the walls of the upper end are 
sufficiently pliable to permit of perfect approxima- 


tion and suture; moreover, colectomy in one stage 
to be safe should be preceded by the establishment 
of an artificial anus which will allow the colon to 
be emptied and disinfected. 

(3) Some surgeons believe colectomy in several 
stages should be performed on fixed and in one 
stage on mobile colons; but by performing colo- 
parietal dissection one can immobilize the colon, 
excepting perhaps the splenic flexure, therefore this 
deduction would seem to hold good only when that 
region is implicated. 

Rowlands observes that from an operative stand- 
point colonic carcinoma may be divided into general 
classes, i. e., those in which resection is hopeful, and 
those in which it is impracticable. When the neo- 
plasm is movable and not invading any important 
viscus, and there is no evidence of secondary 
growth, resection may be considered hopeful. 
Three chief ways are open to the surgeon: 


(1) Colostomy proximal to obstruction, prefer- 
ably in the transverse colon; this is safer than short- 
circuiting in the presence of complete stenosis with 
intestinal paralysis ; 

(2) Short-circuiting is particularly applicable to 
the ileo-cecal region and does not interfere with sub- 
sequent resection; with complete obstruction it is 
less likely to conserve life than colostomy, other- 
wise it is cleaner and often renders subsequent re- 
section easier ; 

(3) Resection with drainage in which the af- 
fected coil is brought outside, the neoplasm re- 
moved, and two Paul’s tubes inserted; when the 
patient’s condition is too grave to permit removal 
of the tumor a Paul’s tube may be placed in the de- 
livered loop proximal to the neoplasm and the latter 
removed subsequently; when there is no hope of 
resection, colostomy is to be avoided wherever pos- 


‘sible and short-circuiting adopted instead. 


Rotter reports one hundred and sixty cases of 
colonic carcinoma from 1893 to 1912, seventy-nine 
of which were operated upon radically, and eighty- 
one which could not be so operated upon, either 
because the neoplasm had so far advanced that it 
could not be completely removed or because the 
patient entered the hospital with ileus and perished 
as the result of operation therefor. He agrees 
with Korte, Petermann and Anschutz that if ileus 
is present the operation should be limited to crea 
tion of a fecal fistula, since the patients are so weak 
they cannot withstand more; but in Rotter’s sta 
tistics even the relatively simple procedure of mak- 
ing a fecal fistula shows a mortality of forty-four 
per cent. 
per cent, and advancement and resection seventy 


Entero-anastomosis in ileus gives sixty: 
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per cent. Results of radical operation were satis- 
factory where there was no ileus; of seventy-nine 
patients so operated upon fifteen died, or nineteen 
per cent. In carcinoma of the cecum and ascending 
colon the end of the ileum and the entire ascending 
colon were removed and the ileum implanted end- 
to-side or side-to-side into the transverse colon. In 
seventeen such operations the mortality was seven- 
teen per cent. The free end of the transverse colon 
was closed by continuous suture and invagination. 
In carcinoma at the middle of the transverse colon 
or below, Mikulicz’ advancement was performed in 
some instances and primary resection with circular 
In twenty-seven operations by 
Mikulicz’ method in two stages the mortality was 
eighteen per cent.; while in twenty-one by circular 
suture six died. Circular suture is absolutely contra- 
indicated by the presence of much intestinal fat, 
where the intestine is distended with feces, impos- 
sibility of complete immobilization, and suture with- 
out tension. In eleven cases in which the transverse 
colon was united to the descending colon end-to- 
side or side-to-side the mortality was ten per cent. 
Tleosigmoidostomy with exclusion of a segment of 
intestine was performed three times with good re- 
sults where the ends could not be sutured without 


tension. 


Maylard emphasizes the advisability of certain 
incisions and methods of intestinal anastomosis in 
colonic carcinoma. He advocates transverse in- 
cision in the mid- and upper abdomen, oblique in 
the lower. Vertical incisions are used only for 
diagnostic purposes. He prefers transverse and 
oblique incisions: (a) because they effect the great- 
est possible exposure, and (b) because they result in 
cicatrices which are least likely to weaken and cause 
hernie. In tumor or stenosis of transverse colon 
incision extends across the abdomen one or two 
inches above the umbilicus, the recti muscles being 
divided if necessary. In carcinoma involving the 
hepatic or splenic flexure, or the ascending or de- 
scending colon, transverse incisions are made out- 
ward from points situated respectively above and to 
tight or left of the umbilicus. The great advantage 
of these incisions lies in the anatomic fact that 
thére is no cross division of muscle or aponeurotic 
fibers. In carcinoma of the cecum, lower part of 
ascending colon, lower descending colon, the iliac 
célon, or the pelvic colon, an oblique incision is best. 
The success in intestinal anastomosis depends upon 
two essential conditions: (a) the healthier the in- 
testinal edges the more rapid and secure the union; 
it is largely because of the unhealthy state of these 
edges that failure so commonly ensues when anas- 


tomosis is attempted in acute obstruction, (b) per- 
fect coaptation of uninterrupted ‘serous surfaces. 
The author prefers end-to-side anastomosis with 
invagination of proximal segment where excision 
does not interfere. As the great danger in colon 
anastomosis lies in the divided meso-colon with its 
lacteals and lymphatics serving as an atrium of in- 
fection, Maylard seeks to obviate this by his “in- 
vagination anastomosis.” He further recommends 
forcible dilatation of the anus to allow expulsion 
of gas and thereby prevent strain on suture line of 
anastomosis. 

Gruet refers to externalization of the colon and 
describes the techic of Guenu who holds that the 
tumor must be brought outside the abdominal wall, 
but the pedicle may remain inside the abdomen if it 
is outside the peritoneum; 


(1) The first stage consists of extra-parietal ex- 
ternalization of the neoplasm, with extra-peritoneal 
externalization of the pedicle. After exploring and 
freeing the neoplasm the loop is externalized; the 
mesentery being “spread out” the peritoneal leaf 
of one of its surfaces is slightly incised and then 
dissected so far as possible passing well beyond the 
suspected zone, and the portion thus dissected is 
sutured to the parietal peritoneum. The same thing 
is done on the other side, and the abdominal wall 
closed above and below the externalized loop. 

(2) In the second stage resection of the neoplasm 
is performed, followed by suture of the posterior 
semi-circumference of the ends of the intestine and 
suture of the two anterior semi-circumference in 
the skin wound; this is done about eight days after 
the first operation. 

(3) In the third stage the artificial anus is closed 
by enterorrhaphy ; this should not be done until the 
general health of the patient has improved. Guenu 
always performs this enterorrhapy strictly outside 
the peritoneum. 

Gruet’s collection embraces one hundred and sev- 
enteen cases, seven of them being Guenu’s which are 
mentioned in detail: (1) carcinoma of splenic flex- 
ure; death from hemorrhage eight days after clos- 
ing artificial anus; (2) carcinoma of splenic flexure 
without closure of artificial anus; patient survived 
three years; (3) carcinoma of descending colon 
without closure of anus; recurrence in liver four 
and a half months after operation; (4) carcinoma 
of sigmoid ; recurrence in true pelvis sixteen months 
later; (5) carcinoma at termination of sigmoid 
loop, no closure of anus; recovery; (6) no details; 
(7) sigmoidal carcinoma; patient in good health 
after six and a half years. The author concludes 
that externalization should only be performed in 
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carcinoma of the left colon, especially in feeble pa- 
tients with vegetating septic neoplasms accompa- 
nied by lesions of wall of adjacent loop. Reybard’s 
colectomy, or methods of colestomy in two stages, 
should be reserved for favorable cases of small 
movable tumors without marked lesions of adja- 
cent loop, and for patients still in good general 
health. “Externalization is sometimes an operation 
of necessity, but more generally of prudence, and 
its indications should be extended where the sur- 
geon is in doubt as to the condition of the intes- 
tinal walls.” 

Case Report: J. M., male, aged thirty-five years, 
occupation pipe fitter; date of first observation 
April 8, 1917. Family history negative for tubercu- 
losis and pathologic neoplasms. Patient denies 
syphilis, and has no objective signs; has always 
been healthy with the exception of what he de- 
scribed as “cramping in his bowels” since the age 
of eighteen: He states that he suffered with colicky 
attacks on the average of once a year, and formerly 
ascribed them to the ingestion of some particular 
article of diet, such as honey, tomatoes, pears, etc. 

The present trouble emphatically asserted itself 
six months ago when he had several attacks of 
colicky pain associated with coprostasis. More or 
less complete relief followed the hypodermatic use 
of morphine and the internal administration of lib- 
eral doses of castor oil. About a month before the 
patient came under my care obstructive symptoms 
developed, such as gaseous abdominal distension, 
pain and general discomfort; but he said “he was 
not constipated as he was taking laxatives all the 
time!” During that month he was under the ob- 
servation of two very able surgeons. 


On April 8, 1917, Dr. J. J. Connolly was called in 
an emergency, the patient having developed acute 
symptoms. We saw him together a few hours later 
and had him removed to the hospital immediately. 
His temperature was then 100° F., pulse 80. He 
had a leucosystosis of 16,000 with ninety per cent. 
polymorphonuclears, which indicated pus formation 
plus lessened resistance and low vitality. Physical 
examination revealed a firm, slightly movable intra- 
abdominal tumor the size of a cocoanut to the right 
and on a level with the umbilicus. It appeared a 
little too high for the appendix and too low for the 
gall bladder, but from its location it might have 
involved either. The patient was anemic and pre- 
sented a peculiar sallow color suggestive of malig- 
nancy. Réentgenoscopic examination of the abdom- 
inal area was negative for “gall bladder” shadows. 
The condition of the patient was too critical for 
barium test-meal reading of the alimentary tract, 


which procedure at any time previously would cer- 
tainly have clarified the diagnostic obscuration. 
Obstruction to the fecal outflow was not complete 
although he had vomited several times. The fol- 
lowing day his pulse began to ascend and his tem- 
perature to recede, and it was decided the height of 
surgical wisdom to operate without further delay. 
Celiotomy disclosed a large tumor encircling the 
transverse colon just distal to the hepatic flexure, 
which had perforated and formed a “walled off” 
abscess containing feces, gas and a considerable 
quantity of pus having the characteristic offensive 
colon bacillus odor. Adhesions were abundant 
everywhere, the gall bladder, duodenum and stom- 
ach being chiefly involved. The appendix was 
acutely inflamed and circumscribed peritonitis was 
manifest. While the case appeared entirely inoper- 
able, we decided to remove the colon and abscess 
in toto, which was finally accomplished. The glands 


in the meso-colon were infiltrated, some of them 


being the size of hazelnuts. There were no meta- 
stases in the liver or lower abdomen, so it is prob- 
able the glandular enlargement was largely inflam- 
matory in character. The involved glands were 
removed, together with the tumor which included 
the cecum, appendix, the ascending and more than 
two-thirds of the transverse colon. The ileum was 
united to the colon proximal to the splenic flexure 
by making an artificial ileo-colic valve according to 
the method of Kellogg. The raw surfaces were 
carefully covered and two large drains inserted. 


As might have been expected the patient left 
the operating table in deep shock, but reacted to 
appropriate measures and has since progressed sat- 
isfactorily. The abdominal incision became slightly 
infected despite all precautions and the liberal use 
of iodine. The wound healed by granulation, and 
three weeks after operation the patient was able 
to walk about his room in the hospital. Nearly six 
months have now elapsed and the man has remained 
apparently well. I think the results thus far amply 
justified the extensive operative procedure, and the 
ultimate outcome will be watched with interest. In 
my opinion there are about three chances to one for 
recurrence. Several interesting phases are illus- 
trated by the foregoing case report: 

(1) -It shows the length of time colonic carci- 
noma may exist and remain unrecognized. While 
this is usually the fault of the patient, in this par- 
ticular instance the neoplasm was overlooked by 
at least one competent surgeon who, according to 
the history, treated the patient for “indigestion.” 

(2) It emphasizes the fact that in the majority 
of instances colonic carcinoma is discovered and 
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the diagnosis made only after the abdomen has 
been incised for acute fecal obstruction. 

(3) It shows the serious complications which 
may ensue. 

(4) Recovery of the patient from the operation 
vividly impresses one with the depth to which a 
human being with carcinoma may sink, and yet 
under adverse conditions withstand a grave surgical 
operation. 

(5) In my opinion it would be a criminal offense 
at the present day to treat an individual for so- 
called indigestion, dyspepsia, etc., which may mean 
anything from mild gastro-enteric disturbance to 
pathology dangerous to the individual, such as ap- 
pendicitis, cholecystitis, gastric or duodenal ulcer 
or carcinoma, intestinal carcinoma, etc., without 
giving the patient the advantage of careful réent- 


-genoscopic examination of the entire alimentary 


tract. If there exists no serious pathology, the pa- 
tient ought to know it; if a dangerous lesion is 
present we ought to know it for his benefit. 

I am in perfect accord with the ideal arrangement 
perfected in one of our large cities where a group 
of expert specialists have established a diagnostic 
clinic; I believe this will be of great benefit to the 
people of that city and vicinity. 
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Fietp MepicaL Suppty Depot or DEsIRES 
TO PuRCHASE Rotary MICROTOMES. 

The Field Medical Supply Depot of the Army is 
in great need of rotary microtomes for use in mak- 
ing pathologic examinations of lung tissue in dif- 
ferentiating bronchopneumonia from lobar pneu- 
monia at the various camps. The Medical Depart- 
ment therefore requests any one having a microtome 
to dispose of to communicate with Lieut.-Col. 
M. A. Reasoner, M. C., N. A., Field Medical 
Supply Depot, U. S. Army, 21 M Street N. E., 
Washington, D. C. It is desired to purchase the 
microtomes since the safe return of any lent to 
the department could not be vouched for. 


AN ADJUSTABLE SECTIONAL PLASTER 
OF PARIS SPLINT. 
Lyman G. Barton, M.D., F.A.C.S. 
PLATTSBURG, N. Y. 


While the plaster of Paris cast may possess 
many advantages as a dressing for fractures of 
the bones of the extremities, it has, at least, one 
inherent defect, viz: that the subsequent correc- 
tion of faulty position of the fragments is impos- 
sible without the removal and the reapplication 
of the cast. 

I think it will be conceded that, except in a 
simple tranverse fracture, the maintenance of an 
accurate adaptation of the fragments to one an- 
other while the cast is being applied is not a 
simple procedure, as subsequent Roentgenoscopic 


| 
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Figure 1. (a) Apparatus assembled; (b) (c) (d) Component parts. 


examination shows varying degrees of faulty 
alignment, over-riding, or rotation to be the rule 
rather than the exception. Fractures apparently 
satisfactorily reduced and immobilized during the 
muscular relaxation of a general anesthetic may 
show an entirely different condition when ex- 
amined after recovery from the anesthetic when 
complete muscle tonus or spasm is exerting its 
influence in the production of deformity. 

Later on the tendency to fragment displace- 
ment increases as the efficiency of the cast as an 
immobilizing agent becomes lessened following 
the subsidence of the primary swelling and the 
shrinkage of the limb as a result of tissue atrophy. 

To derive the most satisfactory results from 
any method of fracture dressing, the dressing 
(a) should not only be adaptable to the limb in any 
posture requisite to securing the greatest degree 
of relaxation of muscle groups whose contrac- 
tion produces fragment displacement, but, (b) 
should also be capable of employment as a means 
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Figure 2. Spiral fracture of lower third of femur. Space be- 

tween middle and distal sections represent ‘amount of shortening m 

overcome by extension. ar 

Figure 5. Fracture of Surgical neck of humerus. po 


Figure 6. Supra-malleolar fracture of Tibia and Tibula. 


Figure 3. End view of apparatus 


Figure 4. Comminuted fracture lower third of femur. 


of antagonizing the tendency to displacement 
not secured by posture, and, (c) should be cap- 
able of frequent modification to adapt it to the 
progressive changes of size and contour of the 
limb during the period of tissue atrophy. 
It is chiefly in respect to the two last condi- ; ; 4 
‘ , . Figure 7 and 8. Wire splint for leg fracture adjustable angle an sect 
tions, (b) and (c), that the one piece plaster cast, _ length. atil 
il 
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due to its unalterable structure as customarily 
applied, fails to do all that could be desired in 
obtaining the best end results. 

During the past year I have been able to dem- 
onstrate that it is possible to overcome some of 
shortcomings of the plaster cast by abandon- 
ing the one piece principle and by using instead 
a cast composed of two or more sections which 
are connected to one another by metallic bridges 
in such a manner that their relative position 
may be changed in any direction and secured in 
any position desired. 

By having the space between sections corres- 
pond with a joint we are able to take adantage 


Figure 9. Wire splint for arm fracture adjustable angle and 


‘length. 


of the movements of that joint in securing mus- 
cular relaxation by posture. Later on, when 
union is fairly well established in the fracture, 
one can commence daily alteration in the position 
of the joint and, in this way, combat somewhat 
the joint stiffness which follows prolonged im- 
mobilization. 

By having the space between sections corre- 
spond with the site of fracture one is able, by 
altering in the proper direction the relation of 
one section to the other, to exert a force which 
antagonizes the muscular contraction which pro- 
duces deformity by angulation in any plane, by 
shortening or by rotation. The only limit to the 
employment of this force is the production of 
pressure symptoms especially over bony prom- 
inences or over the heel in leg and thigh fract- 
ures. 

This may be mitigated, to a large extent, by 
the judicious use of felt pads and, in thigh 
fractures, by the selection of the flexed leg and 
thigh posture, supplemented by adhesive plaster 
attached to the leg and incorporated in the distal 
section of the cast. In this manner the force 


utilized in extension is transmitted to the leg 


through the medium of the adhesive straps and 
the foot is relieved of all pressure from the cast. 
Tendency to pressure on the perineum is cor- 
rected by transferring the force to the pelvic por- 
tion of the cast by increasing the degree of the 
thigh flexion and by abduction of the thigh. 
There are, of course, certain types of fracture 


Figure 10. Combined wire and plaster sectional splint for frac- 
tures of forearm extension by plaster attached to lateral extension 
rods. 


in which complete reduction and the maintan- 
ance of satisfactory fragment position is an im- 
possibility without resource to operation and the 
use of some artificial fixation by bone graft or 
otherwise according to the individual preference 
of the operator. 

This method of fracture dressing may be em- 
ployed in conjunction with the above mentioned 
operative procedures for the purpose of immobli- 
zation and to relieve the artificial fixation from 


Figure 11. Combined_ wire and plaster sectional splint for 
fracture of the leg. Extension by Steinman pins through os 
calcis attached to side extension rods. 


undue strain or displacement during the process 
of repair. 

When applied to fractures of the lower extremi- 
ties it may, if desired, be supplemented by some 
form of overhead suspension to add to the com- 
fort of the patient and to facilitate nursing. 

As this form of dressing is entirely independent 
of cumbersome accessories in the line of weights 
and pulleys for extension and counter extension 
one is able, in hospital practice, without danger 
of disturbing the fracture, to move the patient 
frequently to the «-Ray room for fluoroscopic 
examination and adjustment. 

Under ordinary conditions it is preferable to 
make at least one reapplication of the cast. At 
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the time of the first application especial atten- 
tion should be given to the location of the spaces 
between the sections that, by proper adjustment, 
one may be able to secure the fragments in proper 
relation to one another. 

This dressing should remain on only until 
sufficient bony union has taken place; further 
correction is neither advisable or obtainable. 

At the second application attention should be 
given to the location of the secticns to permit 
joint mobilization and ambulatory treatment. 

With the exception of fractures of the bones of 
the hands and feet there are no fractures of any 
bones of the extremities where this modified form 
of cast can not be applied when the use of a 
plaster cast is not contra-indicated. 

In badly infected compound fractures requir- 
ing treatment by irrigation the apparatus can be 
used in connection with various forms of wire 
splints (Figs. 7, 8 and 9). 

When the wound involves only a portion of an 
extremity one section of wire splint may be sub- 
stituted for the plaster cast during the process 
of wound repair (Figs. 10 and 11). 

_ DESCRIPTION OF APPARATUS. 

This consists primarily of two different parts: 
one, a pair of thin steel plates with a bolt near 
each extremity which projects through the cast; 
' the second, a steel bridge which by its method of 
construction permits movement in all directions 
and locks in any position. This bridge is slotted 
to permit the passage through it of the bolts 
protruding from the surface of the cast and to 
which it is secured by nuts clamping it firmly in 
position. 

This furnishes an absolutely rigid attachment 
of the bridge to the cast as the plates lie within 
the cast and the bridge on the outer surface en- 
gaging a portion of the cast between opposing 
surfaces. 

METHOD OF APPLICATION. 

After the customary preliminary preparation 
of the limb, pads, cut from harness makers felt 
slightly larger than the metal plates, are applied 
to the limb at the proper distance above and be- 
low the site of fracture which is to be immobil- 
ized or the joint to be mobilized. Customarily 
these are applied on the lateral surfaces of the 
limb for fractures of the lower extremity, with 
the exception of the hip joint where, for anatomi- 
cal reasons, one pair is applied laterally and the 
other pair is placed on the anterior surface. 

The metal plates are next placed on the pads, 
care being taken at this time to see that they are 


properly spaced and in line. Both pads and 
plates are now secured in position by strips of 
adhesive plaster encircling the limb. 

The plaster bandage can now be applied in the 
usual manner, making one entire cast. While 
the bandage is being wound on over the bolts an 
assistant makes a longitudinal slit in the band- 
age by puncturing it with a sharp knife or 
scalpel. Through the slit in the bandage the 
plate bolts emerge and project from the surface 
of the completed cast. 

The bridges can now be applied over the bolts 
and secured in position by screwing down the 
nuts while the plaster is still soft. 

At the expiration of 24 hours, or whatever time 
is required for the cast to dry, the cast can be 
divided into its respective sections. At the site 
of fracture, a simple incision encircling the limb 
is all that is required. For mobilizing a joint 
a section of the cast needs to be removed. The 
width of this section should be sufficient to per- 
mit the normal range of motion at this joint. 

A Roentgenoscopic examination will now show 
the extent of fragment displacement and _ its 
character and the splint section can be adjusted 
to assist in overcoming this displacement. 

For fractures of the upper extremity, except in 
very muscular individuals, one bridge to connect 
the sections should suffice. Its position will vary 
according to the situation of the fracture or the 
posture in which the limb is to be placed, though 
as a rule, it is more convenient to apply it to the 
anterior or external surfaces of the arm or fore- 
arm. 

When applied in compound fractures the 
bridges should be placed in such a position that 
their presence will not interfere with the removal 
of a fenestrum from the cast to facilitate change 
of dressings, removal of sutures, etc. 


My object in presenting this modified type of: 


plaster cast is the belief that its use furnishes a 
method of securing better end results and enables 
one to deal successfully with a greater percentage 
of fractures which under any other method of 
treatment would necessitate operative measures for 
fragment fixation. It is particularly applicable 
when for some reason or other we do not deem the 
administration of a general anesthetic advisable. 

It has been demonstrated practically that this 
dressing, although capable of a wide range of 
change in form, possesses the same degree of 
rigidity and immobilizing properties as the qne 
piece cast. 

The only claim to originality is in the design of 
the bridge, its method of attachment and its ap- 
plication to all varieties of fractures without change 
ing construction. 
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GYMNASTICS VERSUS MASSAGE. 


Following tradition is, as a wont, characteristic 
of peoples in all stations of life. Even textbooks 
of medicines will carry on traditions of the past, 
accepting them without question when testing would 
prove them unworthy of further support. Theories 
after theories have been exploded’as a result of 
the investigations of laboratory workers. Our 
therapeutic agencies have undergone marked altera- 
tions as a result of improved methods, new dis- 
coveries, and pharmaceutical developments. 

Present day experiences with injuries of bones 
and joints have given rise to numerous variations in 
operative technic and after treatment. Surgeons 
are no longer satisfied with successful operative 
results. Restoration of function has taken on a 
new significance, in order to prevent cripplings and 
deformities which might interfere with the future 
industrial welfare of soldiers who have spent their 
energies and tissues in the defence of national 
honor. Orthopedic surgery has made marked pro- 
gress owing to the demand for complete re-educa- 
tion and restoration of function. 

In the past, reliance has been placed upon mas- 
sage as a method par excellence for releasing stiff 
joints and promoting complete mobility. The tradi- 
tions have been followed and a masseur has been 
ordered with directions to give the patient massage 
for the relief of this, that, or the other condition. 


There have been many weaknesses in this pro- 
cedure, the main ones being due, on the one hand, 
to the-comparative lack of knowledge of the surgeon 
concerning the principles and methods of massage, 
and, on the other hand, the lack of technical knowl- 
edge on the part of most of those attempting to 
secure the breaking up of the dense adhesions pre- 
venting joint movement. 

War experiences have demonstrated that the first 
and most significant factor in securing joint func- 
tion is the will of the patient, the determination to 
direct and secure muscular action with the exercise 
of much patience and tenacity of purpose. Because 
of this, a new value must be placed upon applied 
gymnastics as a means of securing active rather 
than passive exercise for the relief of disabled limbs 
and joints. Brevet Colonel H. E. Deane, in his 
recent book on GyMNASTIC TREATMENT FOR JOINT 
AND MuscLe DisapiLities (Oxford University 
Press), calls attention to the value of simple gym- 
nastic exercises as an advantageous substitute to 
passive manipulation. He stresses the benefits to 
be derived by voluntary movements in stimulating 
and encouraging patients to use their muscles in the 
attempt to regain power. A fraction of movement 
secured in response to volition is infinitely more 
valuable than a greater amount of movement ob- 
tained by passive methods. A gymnasium is not an 
essential. Skipping ropes, dumb-bells, Indian clubs, 
a punching bag, a simple pulling machine, and the 


vertical rope represent simple appliances which may 


be utilized at home. To these may be added the 
wall bars, the nautical wheel, and some of the more 
simple forms of apparatus which should form part 
of the physical educational paraphanalia of every 
surgical institution. 

Games constitute a particularly encouraging form 
of exercise which carries with it interest and en- 
thusiasm as stimulating supporters of a desire to 
become whole. They call forth larger measures of 
voluntary effort than can be secured through formal 
gymnastics. Croquet, bowling, handball, baseball, 
and the various other types of mild playing are to 
be utilized not merely for the competitive stimula- 
tion and the arousing of a desire to win, but as a 
means of indulging in physical exercise which will 
release nerve tension, while at the same time calling 
upon the nervous and muscular centers to more 
nearly approach their normal functions. 

Where possible, the gymnasium may be employed 
under surgical supervision to secure results much 
more rapidly than would be possible under the older 
system of massage. Obviously, direction and su- 
pervision are requisite, while hot baths, electrical 
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stimulation, massage, orthopedic machinery, etc., 
must be given their places as conditions indicate. 

Most physical disabilities following war injuries 
are due to cicatrics or adhesions involving the skin, 
subcutaneous tissues, muscles, or joints. In over- 
‘coming disabilities from these causes, gymnastics, 
plays, games, and purposeful exercises merit care- 
ful study and application with a view to overcoming 
the apparent defects without any sacrifice of the in- 
herent moral and vital qualities essential to rapid 
recovery. “The will to do” remains the point of 
departure for securing most rapidly the ultimate 
return to the functional capability. Early activity 
rather than passivity is of the utmost movement in 
securing the maximum mobile benefits. Massage 
has its place in the restoration of function of injured 
joints, but in all probability it is secondary to volun- 
tary physical exercise, properly guided and directed 
by intelligent surgical judgment.—I. S. W. 


THE PREPARATION FOR OPERATION. 


One of the ruts, in which medical thinking has 
become mired, is the subject of preparation before 
an operation. Especially so in abdominal opera- 
tions, where the question of adequately emptying 
the bowel, has hitherto seemed so necessary. And, 
yet, when one thinks of the many desperately sick 
patients, whom we have all submitted to emergency 
abdominal operations without any preparation—that 
is catharsis—at all, one remembers that they did 
equally well with those “adequately prepared” ; one 
seems sure that there was much less postoperative 
abdominal pain and distention. 

These clinical facts seem to have taken root and 
within the last year or two Alverez and Taylor* 
have advanced the view that the omission of the 
customary, and routine, preparation had resulted 
in greatly improved results, and that much of the 
postoperative nausea, vomiting, gas-pain and in- 
testinal paralysis was due to the purge. They have 
fortified their view by a number of experiments 
carried out in the physiological laboratory. 


A number of animals were thoroughly purged. 
The intestinal loops of these animals were reddened 
and angry-looking, and their lumina were full of 
gas and fluid. There seemed to be no co-ordinated 
activity; part were atonic and flabby; other parts 
were irritable and were inclined to contract into 
hard white cords. Excised segments suspended in 
Locke’s solution exhibited a weak motor activity 
and became fatigued easily. They responded less 


*Journal of Phramacology and Experimental Therapeutics, 1917,- 


readily to drugs: on one instance the usual dose of 
adrenalin had to be multiplied a hundredfold to 
produce any reaction. All of the animals, in addi- 
tion to presenting these local findings, looked sick. 

When the animals were not so severely purged, 
there seemed to be no general symptoms, but, even 
in these, the intestines showed abnormalities. 

The experiments of Alvarez* have convinced him 
that the harmfulness of the cathartic drugs is di- 
rectly due to the fact that they are irritant poisons 
which must be removed quickly from the body. 
Some of them interfere with the absorptive balance 
of the bowel. In either case they bring about dis- 
turbances: the body is generally weakened and not 
strengthened ; the dehydration of the body and the 
upset in salt balance is also bad. There is some evi- 
dence that bacteria grow more easily, that toxins 
are developed more freely, that the mucous mem- 
brane becomes more permeable. 

Of the drugs usually employed magnesium sul- 
phate seems most objectionable because of its ac- 
tion in preventing absorption. Calomel and cascara 
have a less fatiguing action on the bowel than castor 
oil, magnesium sulphate and jalap. After the ex- 
hibition of calomel thé intestinal coils act well. 

The lesson seems evident: the less purging before 
operation, the more comfortable the convalesence. 
If, on the other hand, a purge seems desirable, suf- 
ficient time should be allowed to elapse for the bowel 
to return to a normal condition.—A. O. W. 


SURGERY OF JOINT WAR-INJURIES. 


In no other branch of surgery are the good 
effects of radical treatment so marked as in the 
treatment of joint injuries. The surgery of civil 
life had inculcated the habit and method of drain- 
age and it was heresy to think of other methods. 
Very quickly the experiences of the war have 
disillusioned every one; fatalities were frequent, 
amputations were constantly being done, much 
valuable time was lost, and, on the whole, the 
results were bad. 

Quickly, too, came the feeling that war wounds 
were, so to speak, “cancers”; lesions that were 
full of potentialities for mischief; lesions that 
ought to be treated by similar methods. And, 
so, it came about that the lesions were widely 
excised, either the missile track, or a_ block 
resection of the joint with all the destroyed and 
infected tissues. It was learned, also, that the 
synovial membrane had powers of protection 
against infection; and with a properly carried out 
excision, done sufficiently early, both the joint 


*Surgery, Gynecology and Obstetrics, June, 1918. 
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and the outer wound could be sutured tightly, 
and with impunity; and a healing of the wound 
would immediately follow, without infection and 
with no secondary consequences. This is the 
method of choice to-day: a complete excision fol- 
lowed by an immediate suture. 


There is much to learn from this lesson. The 
most important is that surgery is full of super- 
stitions that have been handed down from year 
to year, superstitions which bind one and limit 
one’s knowledge. It teaches nothing so well as 
that one’s mind should, in the consideration of 
any one problem, begin anew by freeing itself 
from old ideas——A. O. W. 


Surgical Sociology 


Ira S. Wile, M.D., Department Editor. 


SAFETY FIRST? 


The Safety First Movement has now been under 
way for several years. The measure of its achieve- 
ments should be reflected in a diminished mortality 
rate from accidental causes. The great interest in 
the casualties of war has deflected interest in 
ordinary civilian movements so that their evalua- 
tion has been neglected. 

It is proper to inquire what have been the tangible 
results of the campaigns for reducing the general 
accident rate. Full judgment must necessarily be 
suspended, because since the world war has been 
on, industrial activity in the United States has been 
rushed; while since the entrance of the United 
States‘into active participation, factories and mills, 
shipyards and munition plants have been working 
to their utmost capacity, at highest speed, 24 hours 
a day. If one considers, however, the mortality 
rates of 1916 as presented in the 17th Annual Re- 
port of the Bureau of the Census, one is forced to 
the conclusion that the sum total of results is not as 
satisfactory as might.be desired, or as might have 
been expected. 

The annual average mortality rate per 100,000 
for the period 1901-1905 from external causes, in- 
cluding suicide, was 101.7, while in 1916 it was 
105.1. The total mortality from accidental or un- 
defined causes was, respectively, 84.9 and 83.9. 
This latter figure would indicate a comparitively 
small reduction in the mortality rate from accidents, 
but this is accentuated by a study of specific causes 
of death which might have been expected to evidence 
the benefits of greater carefulness in the prevention 
of accidents. 


Deaths from burns, excepting those due to con- 
flagrations, numbered 5,726 in 1916, with a mortal- 
ity rate of 8.0 as opposed to 8.3 as the average for 
the 1901-1905 interval. Drowning gave a rate of 
8.6 as opposed to 10.3; traumatism by fire arms 2.3 
as against 3.4; traumatisms by falls were responsible’ 
for 10,775 deaths with a rate of 15 as opposed to 
15.4 in 1913. Traumatisms in mines and quarries 
presented a total rate of 3.1 in contrast with 1.0 
in the five years period taken for purposes of com- 
parison. Traumatism by machines 2.3 in 1916, com- 
pared with 0.9. Railroad accidents and street car 
accidents together yielded a mortality rate of 13.8 
in 1916, compared with 15.2. Injuries from auto- 
mobile accidents and by other vehicles furnished a 
mortality rate of 10.6 in 1916, compared with 2.6, 
the annual average from 1901 to 1905. Obviously, 
here the increase is largely due to the greater num- 
ber of automobiles in daily use for pleasure and 
transportation, inasmuch as they alone were re- 
sponsible for 7.3 deaths per hundred thousand 
population. Deaths from electricity have decreased 
slightly, while fractures from causes not specified 
have fallen to 0.9 from a rate of 8.5. 


While homicide need not be regarded always as 
accidental, it is striking to note that the mortality 
rate from fire arms, cutting or piercing instruments 
or other means have increased to 7.1 in 1916 from 
the low figure 2.9. 


These figures are presented merely as the basis 
of inquiry. If the Safety First Movement had not 
been inaugurated and widespread campaigns of edu- 
cation had not been attempted, what might the 
mortality rate from these causes have been? To 
put the question in another form, how much in- 
fluence has the Safety First Movement had in re- 
ducing the mortality rate from accidents? It is 
patent that mortality figures do not present any 
direct relation to the number of accidents that may 
have occurred. A few serious railroad accidents, 
a sudden explosion, may be responsible for large 
numbers of deaths with comparatively few injuries, 
while on the other hand a large number of minor 
accidents may occur without, any increase in the 
mortality rate. 

Regardless of the number of factors which may 
enter into mortality rates from accidental causes, 
it is apparent that greater attention must be paid to 
the educational campaign for the restriction and de- 
crease of accidents of all character. The tendency 
toward increase must needs be counteracted by due 
and proper law enactments after investigation, to- 
gether with more adequate provision for the en- 
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forcements of such laws and regulations as will 
tend to safeguard the welfare of the people. 


It is unnecessary to stress the importance of 
more sane provision for public welfare in the case of 
automobile accidents, but it is wise to call attention 
to the fact that in 1916 27.9% of the total number 
of deaths from automobile accidents were of chil- 
dren under fifteen years of age. The greatest num- 
ber of deaths from accidental-causes during 1916 
were due to traumatisms by falling, following which 
came deaths due to railroad accidents and injuries, 
accidental drownings, burns, automobile accidents, 
and homicide. Whatever gains may have been 
made for the general public through attention paid 
to accidents and organized attempts to forestall 
them, the statistical record indicates that there is 
much to be accomplished. 


As a partial defense of the Safety First Move- 
ment, it may be said that in 1916 the movement had 
barely begun as a national effort, and, in con- 
sequence, the statistics of 1916 do not adequately 
express the results which may have been. secured 
through the educational propaganda. There is a 
wealth of suggestion in these statistics of accidental 
deaths, which merit careful study by those in- 
terested in accident prevention. It is to be hoped 
that the mortality figures for 1917 will show a 
marked improvement and indicate that our faith 
in educational campaigns for the prevention of 
accidents is not misplaced. 


Dr. Geo. Chaffee, of Brooklyn, New York City, 
has located in the city. of Binghamton, N. Y., 
and has opened an office at 100 Hawley street in 
that city. He will limit his practice to Modern 
Operative Bone Surgery and to consultations. 


Dr. Chaffee has been on the surgical staff of . 


the Polyclinic Hospital in New York City for the 
past twenty-five years, where he has had the 
benefit of seeing and treating a large number and 
great variety of surgical cases. 


He is founder and for five years was chief of 
the staff of Bay Ridge Hospital in Brooklyn. Is 
founder and ex-president of the New York and 
New England Association of Railway Surgeons. 


For twenty-eight years Dr. Chaffee has given 
special attention to accidental surgery. During 
this time he has enjoyed a national reputation in 
this line of surgery, and has stood at the head of 
railway surgery in the East. 


Book Reviews 


NoveMBER, 1918, 


A Treatise on Cystoscopy and Urethrosccpy. By Dr, 
Georces Luys, former interne, Hospitais of Paris; 
former assistant in the department of urinary dis- 
eases at the Labriboisiere Hospital; Laureate of the 
Faculty of the Academy of Medicine. Translated 
and edited with additions by Apram L. Wo parst, 
M.D., New: York, Cystoscopist, Beth Israel Hospital; 
consulting urologist, Central Islip and Manhattan State 
Hospitals; genito-urinary surgeon, West Side German 
Dispensary and Hospital; author of “Gonorrhoea in 
the Male,” etc. Large octavo volume of 386 pages 
with 217 figures in the text and 24 chromotypographic 
plates outside the text, including 76 drawings from 
original water colors. St. Louis, C. V. Mossy Com- 
PANY, 1918. 


Progress in genito-urinary surgery in the latter years 
has been directed in the path of elaborating methods of 
exact diagnosis in diseases of the genito-urinary tract. 
Much of the success attending these endeavors has re- 
sulted directly from the excellence of the instruments of 
precision invented in the last twenty years which kave per- 
mitted almost direct access to the diseased parts. As a re- 
sult genito-urinary diagnosis has become, as near as 
such may be, an exact science. 

It is a pleasure to review this excellent book. The sub- 
ject matter is well written and easily readable; thorough 
in all regards and iiluminated when needed with well 
chosen cases; splendidly, profusely and adequately il- 
lustrated. If there be any criticism to make. it would 
be that more attention could with advantage, have been 
directed towards endovesical operative surgery. One notes 
with much satisfaction that men who write reference 
books are learning to incorporate all the necessary ref- 
erences to enable the reader, when he so desires, to look 
up the subject at the original sources. ; : 

No genito-urinary surgeon can well do without this 
book. 


The Hodgen Wire Cradle Extension Splint. By Frank 
G. Nirone, M.D., F.A.C.S. With an introduction by 
Harvey G. Mupp, F.A.C.S. Octavo: 162 pages with 
en St. Louis; C. V. Mosby Company, 
1918. 


The greater part of this monograph is practically a dis- 
sertation upon fracture of the femur during the course 
of which the various forms of appliances, used for im- 
mobilizing purposes are described and compared. The 
greatest attention is given to the Hodgen splirt, inas- 
much as, in the writer’s opinion, this surpasses all others 
in usefulness both in military and civil practice. The 
experiences of the war substantiate this opinion. A chap- 
ter is devoted to the use of this splint for the upper 
extremity. . 


Military Surgery of the Zone of the Advance. By 
GrorGE DE TaRrNowsky, M.D., F.A.C.S., Surgeon to 
Cook County and Ravenswood Hospitals, Chicago; 
Major, M.C., U.S.A., American Expeditionary Force, 
France, 1917-1918. Duodecimo of 330 pages with 36 
illustrations. Philadelphia and New York: Lea & 
Fepicer, 1918. Leathef, $1.50. 


Medical War Manual No. 7 was authorized by the Sec- 
retary of War and was prepared under the supervision 
of the Surgeon-General and the Council of National De- 
fense. It covers all of the medical and surgical problems 
encountered by the medical officer from the firing line 
to the point in the rear variously called evacuation hosp!- 
tal or casualty clearing station. Most of the observations 
are based upon a thorough study made while the author 
was visiting the various fronts. . 

Beginning with a description of the terrain, the writer 
describes the facilities available, the kind of wounds en- 
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countered, the character of the infectious process, the 
conditions of the soldier at the time the wound is re- 
ceived, and the methods of treating shock. A large part 
is devoted to individual lesions in the various body seg- 
ments. 

The volume is tersely written and is a “résumé of the 
primary treatment . which has proved most satis- 
factory in the opinion of those best qualified to judge.” 


La Suspension dans le Traitement des Fractures. Ap- 
pareils Anglo-Americains (Suspension treatment of 
fractures.) By P. DesFossEs, Chirurgien de L’ Hopital 
britannique de Paris, and CHARLES Ropert, Ancien 
Interne des Hopitaux de Paris. With a preface by M. 
PiERRE DuvaL. Small octavo of 172 pages and 109 
illustrations. Paris: MAsson et Cie., 1918. 


Methods of treatment in war differ essentially from 


‘those of civil life in that the numbers of wounded to be 


dressed outnumber largely those encountered in ordinary 
life; and methods of treatment must be invented which 
will permit of a maximum number of dressings being done 
within a minimum time and with a minimum amount of 
discomfort to the wounded. This is especially so in frac- 
ture treatment and the problem has apparently been solved 
by the principle of suspension. The method has become 
universal and a large number of various forms of ap- 
paratus and splints have been invented, of which a cer- 
tain number have become, so to speak, standards, All of 
these are painstakingly described with full directions for 
their construction and use. The volume is exceedingly 
useful for military medical officers and undoubtedly will 
subserve a similar function to those entrusted with the 
care of civil injuries. 


International Clinics. A quarterly of illustrated clinical 
lectures and especially prepared original articles, etc. 
Edited by H. R. M. Lanpis, M.D. Octavo of 286 
pages and many illustrations. Volume II. Twenty- 
eighth series, 1918. Philadelphia and London, J. B. 
Lippincott Company, 1918. 

This volume contains a large number of clinics and 
original articles, among the more important of which can 
be mentioned the clinic of Archibald on pancreatitis; 


that of Larkin and Levy on blood determinations in kid- 
ney disease; the clinic of Lewis; that of Lind on syphilis 


of the nervous system; and of Ayraud on primary tuber-- 


culosis of the conjunctiva. Stone contributes a short 
historical sketch of obstetrics and gynecology. 

All of these are written with their usual excellence and 
are well and profusely illustrated and should be of much 
interest to everyone. : 


Progress in Surgery 


A Résumé of Recent Literature. 


Books Received | 


Gynecology. P. Graves, A.B., M.D., F.A.CS., 
Professor of Gynecology at Harvard Medical School; 
Surgeon-in-Chief to the Free Hospital for Women, 
Brookline; Consulting Physician to the Boston Lying- 
In Hospital. With 368 half-tone and pen drawings by 
the author and 123 miscroscopic drawings by Mar- 
GARET CoNcREE and: RutH Huestis. With 100 illus- 
trations in colors. Second Edition, thoroughly revised. 
Philadelphia and London: W. B. SAUNDERS CoMPANY. 
1918. Price, $7.75 net. 


Surgical and War Nursing. A. H. Barxiey, M.D. (Hon.), 
M.C., F.A.C.S. Lecturer at Good Samaritan Hospital 
Training School for Nurses; Consulting Surgeon, Good 
Samaritan Hospital. Lexington, Ky. With 79 illus- 
trations. C. V. Mossy Company, St. Louis, 1918. 
Price $1.75. 


Gun Shot Wounds of the Knee Joint with a New 
Method of Draining the Knee Joint. K. Speen, 
Journal American Medical Association, March 30, 
1918. 


Speed reports observations on eight-five consecutive 
cases of wounds of the knee joint treated in a British hos- 
pital in France. He gives an outline of the chief points in 
the study of these cases, and describes the general proce- 
dure. He reports the findings in 845 knee joint operations. 
reported by Barling in the Roiten district, with a tabulated 
statement of the operation performed and the mortality 
percentage. In Speed’s eighty-five cases the synovial lining 
of the joint was opened by the missile in every instance. 
There were two deaths, only one of which was due to the 
knee injury itself. The synovial surface alone was in- 
volved in forty-two instances in three of which amputa- 
tions were made. In the forty-three remaining, there were 
bone injuries with six amputations, In twenty-five patients, 
foreign bodies were present in the joint, in eighteen pa- 
tients they were present in the bone. The amputations 
numbered nine. Six of these had complicating bone injury. 
The foreign body was removed in seven. In. addition to 
these nine there were three patients who may possibly have 
gone on to amputation later in England. Looking at the 
figures from another standpoint they found that sixty-six 
of the eighty-five patients suffered penetrating wounds 
with no wounds of exit, and completely perforating wounds 
were found in nineteen. The results of treatment of sixty- 
six patients are given in a table. In the perforating 
wounds, there was one death, not due to the knee joint 
injury, one amputation, two in which the results were 
fair, ten in which the results were good and five in which 
the results were excellent. Early treatment was received 
by sixty-five, with wound excision and joint closure. 
Thirty-eight had bone complications, six suffered amputa- 
tions, and two died. As regards surgery, forty- 
forty-seven cases healed cleanely, demanding no surg- 
ical interference; four demanded secondary aspira- 
tion, and thirteen demanded secondary operation including 
the amputations mentioned. In the light of results of 
recent experience, Speed says after a knee joint injury the 
soldier should be splinted at the first dressing post and 
not be allowed to walk on the leg. All operations should 
be done at the casualty clearing stations, within twenty-four 
hours after the wound is received, if possible, or better 
yet, within eight hours. Under severe battle conditions 
certain types of knee injury may be evacuated at once. 
Wounds of the posterior aspect of the knee are more 
favorable for transportation, since they are less likely to 
drain into the wound. More severe cases should be re- 
tained at the casualty clearing stations for early operation, 
either radical or conservative. Radical treatment calls for 
either amputation or resection, the former if there is 
severe blood vessel injury or if severely comminuted frac- 
tures into the joint exist. Resection is advised if a com- 
minuted fracture leaves little normal joint surface, as such 
injuries will later demand amputation if not resected. 
Conservative treatment is reserved for the through and 
throngh penetrating wounds, even in the presence of frac- 
tures not calling for resection or amputation. If the 
patella is shattered, it is removed, its periosteum spared 
and the synovial membrane closed, if possible.’ If the 
presence of a foreign body is suspected, a roentgen-ray 
examination should be made before operation is attempted. 
The author describes the steps of the various operations 
demanded by joint injuries. In case of septic joint, he 
does not believe in drainage of the knee or joint excision. 
Early amputation gives a lower mortality, and better satis- 
faction. In the middle of 1917, he began to drain septic 
knees very early through the upper part of the subcrural 
pouch. Remarkable relief followed the small incision and 
drainage, but the later results were not always good. It; 
was finally decided to drain soon after the cultural diag- 
nosis, and then with the leg firmly held in a Thomas splint. 
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The patient should be turned over on his face in order to 
let the joint exudate run out of the small opening which 
in this way has become the most dependent point of the 
joint. This subcrural pouch drainage and inversion treat- 
ment is described at length, and the rules for the treat- 
ment of war wounds, adopted by the Interallied Surgical 
Conference, are given. Speed ends his paper with a 
report of a case in which the inversion treatment was 
used. 


Lumbar Puncture Headache. R. G. McRosert, M.B. 
[Tor.], New York, Journal of the American Medical 
Association, May 11, 1918. 


McRobert says that lumbar puncture headache differs 
from all other headaches in that, being present when the 
patient is sitting up, it completely disappears when he lies 
down. It is throbbing and. severe, and is felt mostly in 
the frontal and occipital regions, and no drugs give suff- 
cient relief to allow the patient to walk about. Regarding 
causative or influencing factors of the headache, various 
speculations have been made concerning the importance of 
such points as the rapidjty of withdrawal of spinal fluid, 
its degree of pressure at the time of puncture, the position 
of the patient during the puncture, his age and his diseased 
condition. Some observers believe that lying flat on the 
back for twenty-four hours following puncture, the pres- 
ence or absence of syphilis, and the amount of fluid with- 
drawn, are important. The twenty-four hours’ supine 
position has been the practice in the Neurological Institute. 
This should give time for the replacement of the small 
amount of fluid withdrawn. Out of a series of thirty cases 
in which this point was strictly adhered to, twelve de- 
veloped the typical severe headache. His observations do 
not lead him to put much stress on the presence or absence 
of syphilis, but the question of the amount of fluid with- 
drawn is interesting. The equal liability of headache after 
the withdrawal of 2 c.c. and 20 c.c. has often been demon- 
strated. While the consensus of opinion is that the amount 
of fluid withdrawn has an influence, it seems ridiculous, 
since the amount of cerebrospinal fluid secreted during the 
day is probably 60 c.c. or more, that the withdrawal of 2 
to 5 c.c. could be able to alter the intracranial situation 
sufficient to cause violent headache of seven or more days’ 
duration. Consideration of these facts lead him to look 
further for the cause. The author says one can soon con- 
vince oneself, by trying it on the cadaver, that a puncture 
of the intradural membrane usually persists as a clean 
edged, round hole, and he asks, “Why may there not be a 
continuous leakage?” The spinal fluid is always under 
some pressure, and the closure of the puncture hole usually 
takes place, he thinks, in the following way: The arachnoid 
tissue, as it drops from the point of the departing needle, 
is pressed against the dura mater, blocking it, or if this 
is not the case, it passes through the dural hole forming a 
sort of spout or wick for the easy drainage of the total 
cerebrospinal fluid sac. The brain, normally, rests prac- 
tically on a water cushion which is made less perfect by 
the withdrawal of fluid, and if the leakage is continuous 
‘we may expect the pressure of the brain weight on the 
clivus of the occipital bone must be greatly increased when 
the patient sits up. This headache can be understood as 
due to the sudden “heightened intracranial pressure due 
to the rise of pressure in the cerebral veins; its entire 
telief, when patient lies down, as due to the fall of pres- 
sure when the weight is removed from the veins on the 
clivus.” In the course of a week the puncture hole fills, 
the spinal fluid rapidly secretes and the integrity of the 
brain cushion or water-bed under the brain is restored. 
That the headache is of purely mechanical origin, is Mc- 
Robert’s opinion, and is explained by him as above. 


Fracture of the Elbow. Jacosp Grossman, M.D., Inter- 
state Medical Journal, June, 1918. 


Acute flexion is the best position for all fractures of 
the elbow except fractures of the olecranon process. 
These latter should be retained at almost complete exten- 
sion. 

Passive motion, massage and exercises should be given 
early. The tenth to the twelfth days are usually very 
good times to begin. Continue this treatment until the 
movement§ of the elbow are normal and free from pain. 
Displacement of the fragments must be guarded against 


when passive movements are begun, as faulty reduction 
causes periosteal proliferation tliat may lock the joint. 

Fracture of the head and neck of the radius while not 
a common condition, occurs often enough to be considered 
while making diagnosis of injuries to the elbow. 


A Two-Stage Operation for Tendon Suture in the 
Hand, and Description of a Simple Stick. J. E. 
re ea York, New York Medical Journal, May 
, 1918. 

Fuld has found that frequently after a supposedly suc- 
cessful tendon suture, that function is not completely 
restored. This is not due to separation of the ends, as 
he formerly believed, but to adhesions between the tendon 
and the sheath. Fuld advises in such cases, therefore, a 
secondary operation some weeks later, when the adhesions 
are completely loosened. When the wound has healed, it 
is important to inaugurate gentle passive motion with long 
excursions. For primary suture of the tendon, Fuld has 
devised a stitch, the principle being that the knot comes 
to be between the ends of the divided tendon, thus afford- 
ing no range surface to stimulate adhesions. 

“The needle enters the tendon on its lateral surface one 
half inch above the cut end, passes transversely through 
one half the thickness of the tendon, to emerge on the op- 
posite side. The needle then enters the tendon on its ante- 
rior surface at a point one quarter of an inch from its 
cut end, three fourths of the distance across the tendon. 
Perforating to one half its antero postero thickness, it 
passes longitudinally through the length of the tendon, 
emerging at its cut end to one side of the median line. 
The free end of the silk is crossed diagonally over the 
other suture, perforates the tendon one quarter inch from 
the cut end, passes through the length of the tendon, and 
emerges on the other side of the median line. Sutures 
are now passed in similar fashion into the other end of the 
cut tendon and then tied to corresponding sutures oppo- 
site; burying the suture knots between the approximated 
tendon ends. Where the two severed tendon ends cannot 
be brought together because of muscular contraction, or 
because they are deeply buried in dense fibrous tissue. I 
have obtained good functional results by removing the 
injured segment, and inserting a graft of tendon with its 
sheath.” 

Passive movements are begun at the end of three weeks, 
and voluntary motion at the end of six weeks. 


Tendon Transplantation. M. S. HeEnnerson, Journal 
American Medical Association, May 18, 1918. 
Henderson recommends the use of tendon transplanta- 
tion to make up for old gaps in other tendons. He has 
used it in two cases where the hand was involved in one, 
and in the other, the knee. In the latter the result was all 
that could be desired. In both, the perineus longus was 
utilized. The hand case is too recent to report conclusions 
though the wound healed by first intention. The peroneal 
tendon has an advantage for transplantation over the 
fascia lata, as it is a true tendon ready to take on full 
function as soon as nourished in its new situation. The 
removal of the tendon causes no inconvenience to the pa- 
tient, and it is possible that full regeneration takes place. 
He describes his method of obtaining the tendon. which 
may be divided longitudinally into two or three pieces if 
needed. 
Operative Treatment of Fracture of the Spine Uncom- 
plicated by Cord Injury. G. Brackett, W. J. 
— and J. C. Witson, Annals of Surgery, May, 
918. 
Operative treatment is indicated for the following con- 
ditions: 
Fresh fractures: (1) crushed fracture of the bodie 
of one or more vertebrae associated with dis-alignment 
of fragments particularly with involvement of the lam- 
inae; (2) fracture of the fifth lumbar particularly with 
involvement of the laminae; (3) fracture of the body 
showing an increased knuckle, abnormal mobility at point 
of fracture, or complicated with rupture of the supra- 
spinous or interspinous ligaments. i 
Old fractures which show persistent disability, as evi- 
denced by inability to work, accompanied by continuance 
of pain, local or referred and with general back weak- 
ness should be operated upon. 
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Arthrodesis of the Shoulder Joint C. HermMANN 
Bucuoiz, ‘M.D., Boston, American Journal of Ortho- 
pedic Surgery, June, 1918. 

Arthrodesis of the shoulder is indicated in cases of com- 
plete flaccid paralysis of the deltoid and supraspinatus 
muscles, provided the other scapular muscles, especially 
the trapezius, pectorales, serratus anterior and the rhom- 
boids are strong enough to raise the scapula and arm. 

The operation may be done when the bones are suffi- 
ciently large and strong, and when after-treatment can 
be carried out for a sufficiently long time.- Our own cases 
were young adults. 

A question of great importance is that of a thorough 
and persistent and intelligent after-treatment. 

From the study of the end-results reported, it cannot 
be doubtful that the function of the arm has been most 
frequently improved by arthrodesis. One can say that, 
proper indication and correct technic supposed, bony 
ankylosis will almost certainly take place, giving the arm 
the much-needed stability and furtishing a very useful 
amount of motion. 


The Recurrence of Symptoms Following Operations 
on the Biliary Tract. E. E. Jupp, M.D. Annals of 
Surgery, April, 1918. 

Removal of the gall-bladder reduces the risk of later 


troubles, and ordinarily is to be preferred to cholecystos- 


tomy for drainage. 

It is not necessary to open and probe the common duct 
at every gall-bladder operation. 

Infection in the liver, gall-bladder, or ducts is the most 
frequent cause of secondary trouble, and may recur 
many years after the primary operation. 

The recurrence of stones is more frequent in the gall- 
bladder than in any other part of the biliary tract. The 
common duct is next in point of frequency. 

In a definite small percentage of cases stones will be 
overlooked in the common duct; in other cases the stones 
reform in the duct. 


Formaldehyde-Phenol in Camphor Paraffin. A New 
Wound Antiseptic. Kart ConNnett, M.D., Surgery, 
Gynecology and Obstetrics, July, 1918. 

The combination described was the result of a labora- 
tory survey by new methods of the various clinically use- 
ful antiseptics. 

Method of application: Free surgical drainage should 
be established. Gauze saturated with the antiseptic should 
be applied as packing into all clefts and pockets. The 
interior of the wound shdéuld be packed firmly, but the 
drainage openings should be packed loosely. On open 
wounds it is spread and covered with paraffin gauze. 

_ In the present combination the toxic properties are with- 

in reasonable limits. For subsequent dressings chlorine 

antiseptics are more advantageous. 

It combines the powerful penetrating effects of for- 
maldehyde with the anesthetic effect of phenol aided by 
the camphor. Both of the latter together distlay a clean 
odor nd-> fly-repellent qualities. The parattin prevents 
blocking of the discharge and allows easy removal of the 
packings. 


The Relation of Gastric Ulcer to Cancer. James Ewine, 
Annals of Surgery, June, 1918. 

The writer is forced to conclude that the cancerous trans- 
formation of peptic ulcer is rather infrequent and probably 
does not exceed 5 per cent. This proportion would be 
much smaller if only those cases were included in which 
the evidence is demonstrative, viz.: a long history of 
gastric ulcer, the limitation of the tumor to isolated foci 
or one portion only of the ulcer, and freedom of the base 
from infiltration. 


Syphilitic Reinfection. J. SpANGENTHAL, Journal Ameri- 
can Medical Association, August 31, 1918. 


_Joseph Spangenthal reports a case of syphilitic reinfec- 
tion. The first appearance of the primary lesion occurred 
in September, 1913. The patient was a married man and 
had infected his wife. Both patients were treated by 
neosalvarsan and other specific treatment and recovered 
from this attack. At intervals of six months the patients 
reported for a Wassermann test which was always nega- 


tive. In March, 1918, he developed another primary sore 
followed by secondary symptoms and two Wassermann 
tests were +++. This case seems to support the theory 
of the curability of syphilis, if it is admitted that it cannot 
recur in a cured case without having undergone complete 
recovery. 


Immediate Jejunal Feeding After Gastro-Enterostomy. 

‘a. F. R. AnpresEN, Annals of Surgery, May, 

It is proposed to introduce a Rehfus tube, which had 

been previously swallowed, at the time of the operation 

directly through the anastomosis into the jejunum. Feed- 

ing of peptonized milk, etc., can be commenced imme- 
diately with great value to the patient. 


Developmental Reconstruction of the Colon. JoHN 
Drarer, M.D. Annals of Surgery, May, 
Developmental reconstruction of the colon is an opera- 
tion which finds justification in heredity, in well known 
laws of biology, and in clinical study. 

It is a procedure fraught with danger and one which 
never should be undertaken until, not alone exhaustive 
studies have been made, but until modern and well-di- 
rected medical therapeusis has failed. 

is unphysiologic and has therefore 
ailed. 

The subjective symptoms for which the operation is 
indicated are usually neuromental; the objective sympton 
is caecocolonic degeneration. The degree of improve- 
ment in our series is amply sufficient to justify the op- 
eration in selected cases. 


Developmental reconstruction has superseded in our . 


clinic all the earlier forms of operative procedure such 
as ileocolostomy, caecosigmoidostomy, etc., because we 
have found it to be no more dangerous operatively and 
to give better results because it removes the biologically 
decadent and diseased organ and restores the individual 
to the carnivorous type of colon undoubtedly best suited 
to man. 


Cancer of the Rectum. Jerome M. Lyncu, M.D. An- 
nals of Surgery, April, 1918. 
Lynch urges that digital and proctoscopic examinations 
be made a routine for all patients presenting gastric or 
intestinal symptoms. If this is adapted a great many 

cases will be diagnosed early and saved. 

That all cancer cases should be referred to a surgeon, 
as he is best fitted to pass judgment as to whether they 
are suitable for operation or not. 

If inoperable, colostomy should be performed as soon 
as possible, thereby saving much suffering and discom- 
fort. 

That no patient should be denied a radical operation 
until it is proved beyond doubt that it is not justifiable. 

That our technic is now more perfect and consequently 
we are saving many cases which previously died from 
shock and peritonitis. 


Pneumococcic Peritonitis. E. W. Merepirn, Pittsburgh, 
Pennsylvania Medical Journal, June, 1916. 

The method of invasion is not known. The greater fre- 
quency in females would indicate that the genital tract is 
responsible for a large number. It usually occurs in girls 
below ten years of age. There are two types: diffuse and 
circumscribed; the latter is simply a later stage of the 
diffuse form. The patient is suddenly taken ill with 
abdominal pains, fever, vomiting and tachycardia. Diar- 
rhea is common. The leucocyte count is usually high. 
There is rigidity, some tenderness but with no maximum 
point; no distension. After several days, distension with 
signs of a peritoneal exudate appear and the condition 
of the patient improves. A localized abscess forms, which, 
if not opened, tends to burst through the umbilicus. The 
differential diagnosis is difficult. On opening the abdomen, 
the pus is characterized by lack of order, the presence of 
fibrin clots and its tendency to become pocketed by plastic 
adhesions. The mortalitv is high in the diffuse or ful- 
minating types. If the diagnosis is firmly established it 
is wise to wait until the stormy symptoms subside and 
wait for localization to occur. 
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Pylorospasm and Congenital Pyloric Stenosis. Prob- 
ably the Earliest Reported Case. JoHN Foote. Ameri- 
can Journal of Diseases of Children, May, 1918. 


It is of interest to note that as early as 1777 George 
Armstrong, a keen, brilliant English pediatrist, described 
clearly the course of a child’s illness who died of “spasm 
of the pylorus.” The child was three weeks old. The 
usual diagnosis for the pecture which goes with pyloric 
obstruction was termed “watery gripes” in Armstrong’s 
day. 

The child he refers to was autopsied by him and showed 
a dilated and filled stomach with collapsed intestine. He 
inferred that the pylorus was spastic and be very wisely 
stated that “perhaps cases of this kind are more frequent 
than is commonly imagined.” 


Congenital Variations in the Peritoneal Relations of the 
Ascending Colon, Cecum, Appendix and Terminal 
Ileum. SAMUEL CLARK Harvey, Annals of Surgery, 
June, 1918. 


Variations in the peritoneal attachments of the colon, 
appendix, and terminal ileum have been recognized for a 
long time by anatomists and pathologists. Such variations 
are found frequently in infants, as shown by the examina- 
tion of 105 between birth and 2 years of age. These 
variations are identical with certain adhesions seen in 
adults, usually termed Jackson’s membrane or Lane’s band 
and frequently but wrongly ascribed to inflammation. The 
clinical importance of these in relation to the syndrome 
of “chronic appendicitis” has, in the past 10 years, been 
demonstrated. 


Tendon Operations About the Ankle for Deformity 
After Infantile Paralysis. S. Kiemnperc, M.D., and 
IsaporE ZADEK, M.D., The American Journal of 
Orthopedic Surgery, July, 1918. 


Tendon transplantations about the ankle are valuable 
procedures in selected cases for deformities after infantile 
paralysis. 

Careful and prolonged supervision and cooperation of 
the parents are important factors te insure success. 


Transplanted tendons should always be attached to bone, 


and not to soft parts. 

The transplantation should be done through a sufficiently 
long incision to give the muscle a direct pull. 

Tendon implantation (Gallie operation), when properly 
performed, is a valuable procedure. 

After transplantation of the extensor proprius hallucis, 
deformity of the great toe occasionally results. The distal 
end of this tendon, therefore, should be attached to the 
common extensor tendons. 

The peroneus tertius, though a small muscle, is in a 
er position to make it an important abductor of the 

oot. 

Astragalo-scaphoid arthrodesis deserves further trial in 
paralytic deformities of the foot. 

Recovery of power in seemingly paralyzed muscles often 
contributes to a good result. 


Empyema Drainage. J. R Rory, New York, Journal 
American Medical Association, May 18, 1918. 


Roth describes a new bed device, with illustrations, for 
facilitating the drainage of empyema thoracis, consisting 
essentially of two parts: “(1) an elevated canvas bed, 
spanned across the bed frame, with an opening in the 
canvas to permit the passage of a tube from the pleural 
cavity through into the pus bottle below, and (2) a series 
of air-tight bottles and tubes below the canvas bed. Bottle 
A is an 8-ounce, air-tight pus bottle communicating with 
the tube in the pleural cavity. From Bottle A, air is ex- 
hausted by means of Bottle B, which is a 2-gallon irrigat- 
ing bottle in which a vacuum is created by letting water 
flow out of its spout at the bottom by gravity into Bottle 
C, which is a 2-gallon plain bottle. When Bottle B is 
empty, it can again be filled from Bottle C. The patient 
is placed over the elevated canvas bed with the affected 
side dependent, with the tube from the chest through the 
opening in the canvas bed. This position favors a con- 
stant gravity drainage.” The arrangement of tubes and 
bottles below the bed, creating a vacuum in the pus bottle, 


tends to exhaust the thick and tenacious pus from the 
pleural cavity. He cautions against the use of siphonage 
to create a vacuum in the pus bottle, because a cough or 
deep breath, which here acts as an automatic stop, would 
in the case of siphonage use make necessary a rearrange- 
ment of the apparatus. The essentials of the use of the 
method are enumerated as well as the advantages observed 
from its hospital use. It has been used in the Mount 
Sinai Hospital since August, 1917, and has given gratifying 
results. Case reports and other details will be published 
later. 


Artifiicial Pneumothorax. A. E. Greer, Journal oe 
Medical Association, May 25, 1918. 


Greer gives a record of thirty-two cases of pulmonary 
tuberculosis, in private and dispensary practice, treated 
by an artificial pneumothorax of nitrogen gas. He hopes 
it will disprove the necessity of sanatorium treatment and 
cause the profession to realize that a great deal can be 
done for the many patients at home, unable or unwilling 
to seek the western sanatoriums for relief. Nineteen men 
and thirteen women were treated. A Floyd-Robinson ap- 
paratus was used, and the operation was performed under 
procain and epinephrin anesthesia. The physical examina- 
tion was, in most cases, supplemented by careful roentgen- 
ray examination. An effort was made to use only un- 


literally involved cases, but this was not always possible. 


Twelve of the patients had involvement of the untreated 
lung, which was of a more or less inactive type. An area 
without cavities and rales in the untreated side, even if 
rather extensive in a lobe will give a better prognosis 
than a small active surface in that lobe. It is unwise, he 
says, to treat any case, except palliatively, which presents 
a tuberculous focus in the untreated basal lobe. Pleural 
adhesions should be at least limited or still better, absent. 
The technic is comparatively simple, and the operation safe 
if the indications are rigidly followed, and with a well 
marked Litten’s sign and fair basal excursion, and absence 
of marked chest retraction, one may assume that trouble- 
some adhesions are absent. Six cases are reported, and 
he says that a method that will bring about arrest_in 44 
per cent. of his thirty-two cases should have a well es- 
tablished place in the therapeutics of the disease. First- 
stage cases unilaterally involved should have this method 
tried and he thinks that the time is not far distant when 
this will be more generally done. 


The Prevention of Permanent Bronchial Fistula Follow- 
ing Lung Resection. Howarp LILIeENTHAL, Annals 
of Surgery, May, 1918. 


After lobe resection for chronic inflammation a_ tem- 
porary bronchial fistula may be expected. The fistula 
will probably close spontaneously. It appears that as a 
general principle we may assume that, other things be- 
ing equal, a bronchial fistula is apt to close in direct 
proportion -+to its distance from the body surface. 


Constitutional Distvrbance of Toxic Goitre as In- 


fluenced by Surgical Therapy. C. H. Frazier, 
Pennsylvania Medical Journal, May, 
18. 


Frazier divides cases of toxic goitre into four types: 
(1) adolescent type, i. e., in young gitls from 16 to 19 
years cf age—these are among the gravest forms with 
which one has to deal; (2) patients between 30 and 40 
years of age, who for years have had a small adenoma, 
and then under the stress of phychic trauma develop symp- 
toms of toxic goitre; (3) those that from the beginning 
are of the toxic type; (4) any of the toxic varieties b 
long duration. The patient presents symptoms of dys- 
eo In this group, surgical operation is of no 
avail. 

Frazier is convinced that with the calorimetric method 
of Du Bois, the gradation of the toxicity can be accurately 
determined. 

In mild cases, lobectomy is the method of choice. In 
the graver forms the question whether lobectomy or liga- 
tion of the thyroid vessels should be performed is a deli- 
cate problem. In the earlier stages and if the patient 1s 
not too sick, the operation of choice is lobectomy; in the 
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later and more serious cases, ligation of the vessels is done 
as an intitial step; at a subsequent period, not later than two 
months, Icbectomy is performed 

Frazier finds that the greatest benefit of surgical treat- 
ment is in regard to the nervous phenomena; next in the 
order of sequence upon nutrition, and last of all upon the 
circulatory disturbances. Many patients, otherwise feeling 
perfectly well, have tachycardia for a long time. 

As for the amount of thyroid tissue to be removed, 
Frazier says that the nearer the patient is to menopause the 
greater the proportion of grandular tissue to be removed. 
Frazier’s tendency has been to remove greater and greater 
portions of the gland, so that, at the present, only about 
one-sixth of the gland is conserved. Frazier estimates his 
cures at about 70%. A cure in his interpretation means that 
the patient feels entirely well, even though some of the 
toxic phenomena are still present in a mild degree. He 
insists upon the necessity of careful after treatment to pre- 
vent recurrence. 


The Surgery of Laryngeal Malignancy. H. Arrow- 
New York Medical Journal, June 
Arrowsmith shows by statistics from individual oper- 
ators that the operative mortality and percentage of re- 
currences have been steadily improving. There need no 
longer be any controversy over the respective merits of 
thyrotomy and laryngectomy. Each has its own precise 
indications. In the borderland the laryngologist must 
choose according to his experience. Arrowsmith makes a 
strong plea for the necessity of early diagnosis, for in 
such cases thyrotomy alone suffices. Arrowsmith suggests 
a preliminary tracheotomy before doing a laryngectomy in 
order to accustom the lower air passages to the direct con- 
tact with air. This is the ideal filler also for the oil ether 
colonic anesthesia devised by Gwathmey. 


Retropharyngeal Abscess. C. C. Rusu, Journal American 
Medical Association, July 20, 1918. 

C. C. Rush says that retropharyngeal abscess is imper- 
fectly understood by physicians and a failure of diagnosis 
may be most unfortunate. He reports a case of the 
necropsy of a negro baby in which death occurred un- 
doubtedly from strangulation by an abscess of this sort 
unrecognized by the physician or whoever treated it. There 
was no history of the case. The body, being unclaimed, 
became the property of the state anatomical board. He 
describes the anatomic conditions which favor the forma- 
tion of such an abscess that has its freest extension in the 
loose retropharyngeal fascial space. The sources of in- 
fection are usually classed under four headings: 1. Caries 
of the upper cervical vertebrae, usually tuberculous. This 
may burrow laterally into various places, but occasionally 
the pus may burrow forward in the midline of the pharynx. 
2. Those due to on otitis media. The pus probably follows 
the eustachian tube along the tensor tympani muscle to 
terminate behind the prevertebral fascia. 3. Those due to 
an extension inward of a carotid abscess. 4. Those due to 
infection of the lymph nodes of the retropharyngeal space. 
As this space is composed of loose connective tissue behind 
the esophagus the unopened abscess can follow a course 
of slight resistance downward into the thorax. Such ab- 
cesses should be opened in the midline while the head is 
held low to allow the contents to flow out of the mouth. 


Plaies des Gros Vaisseaux du Cou (wounds of the large 
vessels of the neck): PrerrE Mouguot, Revue de 
hirurgie, November-December, 1917. 

Wounds of the large vessels of the neck are occasionally 
seen which do not cause any immediately alarming symp- 
toms. Arterio-venous aneurysm is a frequent complica- 
tion, very frequently produced immediately after the 
wound, sometimes a few days later, and more rarely after 
several weeks. 

Immediate attention to these wounds is accompanied 
by the danger of having to ligate the carotid and of stop- 
ping the circulation to the head and brain; and when 
there.are no urgent symptoms the operation should be 
Postponed. There is less danger in the ligature when it is 
one for aneurysm. 

If immediate operation is necessary every effort ought 


to be made to avoid ligature of the common or internal 


carotid vessels. 


The Part the X-ray Plays in the Treament of Cancer. 
Rosert B. ArmMstronG, Journal-Lancet, April, 1918. 

The x-ray can never wholly supplant surgery but supple- 
ments it to a valuable degree. Proper technic and dosage 
are necessary. Cases beyond surgical aid often may be re- 
lieved: offensive sloughing may be checked; and the 
patient may be made more comfortable. A careful check 
must be kept upon the patient’s general condition to guard 
against toxemia and acidosis. 


Radium Treatment of Scars. W. C. Stevens, Lancet, 
March, 1918. 

1. Radium has a distinct sphere of usefulness in the 
treatment of scar tissue and fibrous adhesions. 

2. It is a valuable adjunct to other methods of ortho- 
pedic treatment, especially by shortening their duration. 

3. Its effect is rapid, sometimes immediate. 

4. It softens and mobilizes scar tissue. 

5. It appears to facilitate subsequent removal of the scar 
by the knife. 

6. It enables structures, like tendons adherent to the 
scar, to free themselves. 

7. By loosening tendons and stiff joints it improves the 
functional power of the part. 

8. It possesses the advantage of acting, to some extent, 
as an innocuous local anesthetic for about a week. 

9. It is particularly useful in treating scars and adhe- 
sions in the hands and fingers. 

10. It is easily applied to the surface of the skin, and by 
this method causes no inconvenience to the patient. 

11. To obtain the best results a single large dose is nec- 
essary. 

12. The dose should not be so great as to produce inflam- 
mation of the skin. 

13. With suitable dosage it appears to produce no ill 
effects. 

14. In small doses it appears to hasten the healing of 
wounds, and to allay the painful inhibitory effects of the 
products of inflammation. 


Radium Treatment of Lymphosarcoma of Neck and 
Face. JosepH B. Busser, International Journal of 
Surgery, April, 1918. 

Lymphosarcomata, because of their wide dissemina- 
tion, rapid growth and impossibility of complete removal 


by the knife locally, are not favorable cases for opera- 


tion. 

Radium acts at times on such growths with extraor- 
dinary quickness and certainty. 

The action of raaium depends upon the age of the 
growth, its extent, the size of the involvement and its 
location, as well as upon the technic of the application 
itself. 

Operation is indicated only when the growth can be 
completely removed together with wide amounts of the 
surrounding tissue, and it should always be followed by 
radium treatment. 


The Management of Renal Tuberculosis. H. G. Buc- 

BEE, Surgery, Gynecology and Obstetrics, May, 1918. 

The present status of renal tuberculosis may be sum- 
marized as follows: 

1. Renal tuberculosis may be primary lesion and arises 
from a filtration of tubercle bacilli from the blood stream 
into the parenchyma or tubules of the kidney, where tis- 
sue changes smliar to those found in other tuberculous 
foci take place. : 

2. An effort is always made to wall off the process but 
the formation of antibodies is so slow, and the immunity 
of the patient, which may have always been absent or 
which may have been temporarily disminished is so low 
that the lesion usually gets beyond control, and usually 
goes on to wide destruction of the kidney and extension 
to the other kidney, to other parts of the urinary tract 
and of the body. 

3. Remissions are common. =—i 

4. The symptoms are misleading and give no indica- 
tion of the extent of the lesion. 

5. The diagnosis may be very difficult and require pre- 
liminary treatment and repeated cystoscopic examina- 
tions. emissions may occur. In the treatment the ef- 
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forts of nature to inhibit the disease should be remem- 
bered and encouraged both in the inoperable cases and 
after operation. 

6. Nephrectomy for unilateral tuberculosis is the proper 
treatment and results in a cure of 75% of these cases. 


Resultatas Eloignes Experimentaux et Cliniques des 
Sutures Nerveux (late results of nerve suture). 
E. Duroux and E. Couvreur, Reveue de Chirurgie, 
November-December, 1917. 


The question of nerve sutures is still undecided. Rapid 
cures are to be doubted because the true cures are slow 
to appear. In any case only the late results are to b¢ 
considered. 

In determining the results of a nerve suture many fac- 
tors are to be considered, most imnortant the rapid wast- 
ing of the muscles and the sclerotic atrophy of the ter- 
minal nerve corpuscles. 

The paper contains a number of points which are inter- 
esting from a technical point of view. 


War Surgery. J. J. Moorueap, Journal American Medi- 
cal association, August 31, 1918. 

Moorhead gives an account of operations performed on 
132 patients during the recent spring offensive in the 
present war. The summary is detailed and his conclusions 
in substance are as follows: No patient should be operated 
on until thoroughly warmed unless bleeding is uncon- 
trollable. Patients coming in with a tourniquet, with or 
without severing of main vessels, are bad risks, as gas 
gangrene is likely to have developed, and the wound in 
such cases should never be closed. Any unusual rise of 
temperature or pulse, especially if associated with restless- 
ness, calls for immediate attention on account of the risk 
of gas gangrene. Persisting high temperature and pulse 
almost always mean that the wound is not doing well, un- 
less pneumonia or some other acute systemic condition can 
be positively shown. Freedom from subsequcnt infection 
is directly in proportion to the removal of damaged tissue. 
Persisting shock usually indicates hemorrhage. Ether has 
shown an unusual efficacy when employed to lavage wounds 
during and after operation, especially when muscle tissue is 
much involved. Postoperative dressings should be moist 
for the first few days at least. Drainage will cause in- 
fection if used for more than forty-eight hours, especially 
if rubber tubing is employed in parts subjected to move- 
ment, such as the abdomen or chest. 


Les Plaies du Crane dans les Ambulance du Front. 
(Head injuries at the front.) ANSELME SCHWaRTz 
and Pierre Mocguot, Revue de Chirurgie, July- 
August, 1917. 


There are (1) crushing injuries, produced by large 
missiles, which are only superficial or are very extensive 
and severe, with and without opening of the dura; (2) 
penetrating injuries, including through-and-through 
wounds, produced by rifle bullets and productive of vast 
destruction in the interior of the skull. 

The brain lesions are nearly always serious. A bad 
prognosis is made under these conditions: penetrating 
or through-and-through, or extensive crushing injuries; 
retention of missile in the brain; escape of cerebral tissue; 
degree of coma is deep; contractures with or without 
paralyses or twitchings; marked sweating; plantar re- 
flexes in extension. Jacksonian attacks may be tempo- 
rary, and may be due to a too tight dressing. Meningeal 
reactions are frequent. Escape of cerebrospinal fluid 
has not necessarily bad effect. Brain herniae can occur 
immediately—and then they usually indicate a grave out- 
look—or can occur between the 15th and 20th day. In 
the latter case they may retrogress later. 

Operation is made on every patient unless the wound 
is without doubt superficial or the patient is moribund. 
Local anaesthesia is almost invariably used. The wound 
is cleansed and enlarged, splinters are removed, the en- 
tire wound opening up. The dura is opened only on 
clinical or local findings and only in a healthy field. Drain- 
age is employed practically always. Missiles are removed 
when large and comparatively easy of access under guid- 
ance of the a-ray and by following the course of the 
bullet. 


A Step Forward in the Use of the Army Litter. Firsr 
Lieut. Georce B. Kent. Journal of the Indiana State 
Medical Association, May, 1918. : 

Attention is called to the fact that the army litters, as 
at present used, make no attempt at immobilization of 
the injured. Methods are described of immobilizing parts 
or the entire body of the wounded man on the stretcher 
which is then used as a splint. 


Factors Determining Mortality in Prostatectomy. 
Irvinc Simons, B.S., M.D., Interstate Medical Journal, 
June, 1918. 

Few, if any, and perhaps no prostatectomies are urgent. 

The secondary symptoms of prostatic obstruction should 
be relieved, if possible, before the patient reaches the 
operating table. This is really a preparation of the kid- 
ney for the sudden (operative) relief of back-pressure to 
which it has become more or less accustomed. 

The infected bladder should be cleansed as far as pos- 
sible. 

Delay in operation is always advisable in the presence 
of complications of fever that cannot be explained, as 
this may be due to pyogenic infection of the kidney. 

The one-stage operation with preparation is preferred 
in most cases where the two-stage opé¢ration is usually 
said to be indicated. 


Re-education in the Functional Disabilities of Active 
War Service. WuttiAm Warp Piummer, M.D., The 
Americn Journal of Orthopedic Surgery, July, 1918. 

A Re-education Department is very necessary and useful 
in the conduct of Reconstruction Centers as we know 
them in the present war. 

The personnel of such a department requires very care- 
ful selection, and its direction should be undertaken by a 
man who is keen for the work, and alive to the subject 
of what might be called “functional anatomy.” If pos- 
sible, he should be a civilian practitioner rather than an 
officer in uniform, his relations with the men being much 
simpler and conducive to less restraint. 

It does not seem to the writer that the recovered cases 
are suitable for return to active front line war service, 
but should be classified for other duties that would assure 
the man against a return to the actual fire zone. These 
cases appear to be very “unstable” and relapses may oc- 
cur from apparently trivial causes. 


An Operation for the Relief of Pyloric Obstruction in 
Infants. Raven C. CupLer, Surgery, Gynecology and 
Obstetrics, August, 1918. 


The operation is a modification of the Rammstedt opera- 
tion in which the defect left after dividing the thickened 
sphincter is covered by mobilized peritoneal flaps taken 
from the immediate neighborhood. 


Transfusion of Blood in Septicemia of Long Duration. 
*. Moncany. Surgery, Gynecology and Obstetrics, 
August, 1918. 
The author comments upon the value of blood transfu- 
sion in septicemias of long duration and illustrates with 
a case report. In these cases the blood injection acts prob- 
ably as an hematopoietic stimulant. 


Exfoliative Vaginitis. WittiAm Kerwin, Surgery, Gyne- 
cology and Obstetrics, August, 1918. 

This is rare affection characterized by the production of 
a superficial necrosis of the vaginal mucosa. The process 
manifests itself in the expulsion of a complete cast of the 
vagina or of more or less extensive pieces of mucous 
covering. Microscopically the discharged specimens are 
composed of vaginal epithelium and result from some 
thermic or chemical irritation. In several cases reported, 
however, no such etiology could be found. 


Esophageal Diverticula. E S Jupp, Surgery, Gynecology 
and Obstetrics, August, 1918. 

The infolding operation in the case of small diverticula 
and a two stage operation in large diverticula seem to be 
the most satisfactory and safe methods of procedure in a 
cases of esophageal divert’cu’a. The results were very 
gratifying. In a series of 35 cases only two underwent 4 
fatal issue. 
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